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; aS welcome relief of spasm and pain is continuously re- 
1 ported in functional G-I disorders, such as irritable, 


spastic colon syndrome; peptic ulcer; biliary dyskinesia; pylorospasm; and infant colic. 


sure 


relief can be expected... even in patients where other antispasmodics have failed.** 
dual antispasmodic action is specific to the 


a e C G-I tract. Spasm pain is relieved by direct 


relaxation of the smooth muscle and postganglionic parasympathetic nerve blockage. 


a even in the presence of glaucoma‘... BENTYL does not 


increase intraocular tension, produce blurred vision, dry mouth or urinary retention. 


1. Chamberlain, D. T.: Gas- 
troenterology 17:224, 1951. 
2. Hock, C. W.: J.M.A., Ga. 
43:124, 1951. 3. Derome, L.: 
Canad. M.A.J. 69:532, 1953. 
4. Cholst, M., Goodstein, S. THE WM. S. MERRELL COMPANY 
Berens, C., and Cinotti, A.: » New York - CINCINNATI + St. Thomas, Ontario 
J.A.M.A. 166:1276, 1958. Another Exciusive Product of Original Merrell Research 


20 mg. t.i.d. (dicyclomine) Hydrochloride TRADEMARK: “BENTYL 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct. chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 

@ Zanchol produces a bile low in sediment. 

© Zanchol enhances the abstergent quality of bile. 

® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


@ Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 

Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. search in the 
Service of Medicine. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice, It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's 15 
standing committees. 
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GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 16, Illinois » One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
lilinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lokeside Press, Chicago. Copyright 1959 by the 
American Academy of General Practice. 
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Ten Looks at the Future . 135 


Ten prominent men in the medical field make their predictions on the 
challenges facing medicine in the next 20 years. 
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these and other timely and informativearticles 


; scheduled to appear in coming issues. 
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bes The Monagement of Stress incontinence by General 


Practitioners. B, Savzer, m.p. A description 
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Antiobiotic Therapy: Clinical Application of Available 


AM j Agents, ALexaNper Scimcen, M.D., J. 
A Washington P Martin, M.D. and Donatp R. Nicuois, up. This 
‘ ve « essay tells where we stand with antibiotic agents—a 
+ needed reappraisal in view of the rapid developments 


discussion of the uremic syndrome, and its relalion- 
ship to azotemia which merely signifies elevated blood 
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PUBLISHER’S MEMO 


STRANGE, ISN’T IT, how quickly an old idea sounds new 
—when you’re sitting around a table at the bottom of a 
barrel? Here we were—Carl Goullaud, GP’s sales 
manager, Dick Knott, midwestern representative, Beau 
Dillenbeck, West Coast representative, and I—discus- 
sing, as we frequently do, new ways to sell advertising 
space and keep the clients happy. We were trying to 
evolve some way to hold down the luncheon tabs and 
gracefully turn down a pharmaceutical house organ, 
offered as a 16-page insert. At this point, my secretary 
opened the door and said, “Mr. O. Leo Leahy is here.” 

As Mr. Leahy sat down, I naturally asked how I could 
help him. He turned to me and said, ‘In view of your 
many years as publisher of GP, I want your unbiased 
opinion on the value of journal advertising.” Obviously 
a quick-thinking man, he added, “I may want to buy 
a lot of space. You know, alternating bleed quarter 
pages in matched colors, front of the book.” 

We told Mr. Leahy that there are medical journals 
and medical journals, slyly mentioning that GP is the 
best. He seemed impressed but looking at us quizically, 
he asked, “‘Aren’t there already too many medical 
journals? Don’t we advertisers need a brand new type 
of journal, something that’s really different?” Here 
was a shrewd man and right then and there, an idea 
was born. We decided that it was time to let everyone 
know that GP is still a brand new journal because it’s 
never been successfully imitated. We keep it new. 

GP abstracts the best medical literature and has a 
fresh editorial approach. The scientific articles are 
written by prominent authorities interested only in 
disseminating knowledge, gaining recognition—and 
earning a modest honorium. They reflect the red, raw 
meat of each and every subject. All material is readable, 
useful, timely, interesting and copyrighted. 

By this time, Mr. Leahy was really impressed. He 
handed us a big, fat contract and told us we’d have a 
check within a week. All of this simply proves that it’s 
easy to please people if you have a good product and a 
sincere determination to stay on top of the heap. 

—M.F.C. 
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EXECUTIVE DIRECTOR’S NEWSLETTER 


JANUARY 1959 


Significant Events 


AMA To Reconsider 
Top Policy Decisions 


No Action Now On 
Medical Care Plans 


> Comedian Danny Kaye lyrically characterized the AMA's 
Minneapolis interim session when he sang of a saga that 
"starts like a scary tale, ends like a fairy tale." The 
lid on the policy pot, billed as ready to blow, perked 
placidly as delegates unanimously endorsed the diluted 
recommendations of diffident reference committees. The 
session will be long remembered—not for what it did but 
for what it didn't do. 

For reasons that perhaps herald a new era, delegates did 
not launch the usual volleys aimed at (1) the social secur— 
ity tax; (2) the Medicare program; (3) osteopathy and (4) 
plans that deny free choice of physician. Instead, they 
seemed to agree that it was perhaps time to think twice 
about insurgent third-party medical care plans. 

Without a murmur of dissent, delegates endorsed the AMA 
staff reorganization plan that has already prompted top— 
level resignations. While President Gunnar Gundersen hinted 
at other "contemplaied" organizational "improvements," 
resignation rumors raged. Dr. Frank Dickinson, a Ph.D. in 
mathematics and director of medical economic research, 
turned in his pencil on the heels of Dr. William Kennard 
(former acting director of the Washington legislative 
office) and Dr. Austin Smith (former editor of the weekly 
Journal AMA. See page 37). 


> Many delegates contended that they had not had a chance to 


study the two-volume tome written as a report of the AMA's 
Commission on Medical Care Plans and voted to postpone 
action until the June Atlantic City meeting. The report 
highlights a 42-morth study ordered by the AMA Board of 
Trustees. Dr. Leonard Larson, now chairman of the board, 
headed the commission that prepared the significantly 
penetrating report. 

Key questions, studied by the 15-man commission, concern 
medical care plans and (1) the physician-patient relation— 
ship; (2) the quality of medical care; (3) medical ethics; 
(4) corporate practice, especially by hospitals and (5) the 
financial facets of third-party plans. Such a list of 
topics could put some fat in an Atlantic City fire. In other 
actions, the AMA House of Delegates... 

Endorsed low-cost health insurance plans for persons over 
age 65. Physicians were urged to cooperate by accepting 
"minimum levels of compensation..." 

Again stressed that free medical care in VA hospitals 
should not be offered to veterans with non-service—connected 
disabilities. 
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Gundersen Address 
Heralds New Era 


Democratic Council 
Favors Forand Bill 


Dollar Problems 
Plague Medicare 


> President Gundersen forecast a new liberalism in AMA 
policies with a warning that the medical profession can't 
win battles simply by quoting "the founding fathers." 


Applause greeted his bold attack on old-time “platitudes and 


flag—waving...arrogance and pigheadedness." 

What horrified conservatives might charge as apostasy 
presages a re-evaluation of outmoded policies. Specifically 
mentioning third-party plans, he urged a reappraisal that 
would not destroy "basic values and principles." 


>» The Democratic Advisory Council wants to "insure a secure 
life for our people" by raising the social security tax, 
eliminating the age-50 limitation on disability payments 
and providing free hospital care for the aged. The council 
adopted this compulsory health insurance manifesto at a 
recent Washington meeting to evaluate voter trends. Leaders 
of the council include Democratic National Chairman Paul 
Butler, former President Harry S. Truman and Adlai Steven-— 
son, a twice—defeated candidate who may "accept" the 1960 
nomination. 

House Speaker Sam Rayburn and Senate Leader Lyndon John- 
son, both Texas Democrats, promptly announced that Congress 
would plan its own legislative program. They hinted that it 
might not follow the council's recommendations. 


p> Medicare budget problems are so severe that many military 
dependents will be forced to seek private care at their own 
expense, Medicare Director Floyd L. Wergeland recently told 
the Association of Military Surgeons. It was Wergeland's 
first report on the program since budget cuts went into 
effect. 

Pointing out that Congress wants to make maximum use of 
military hospitals, Wergeland said it was unlikely these 
hospitals could carry the load "even if they operate at 
maximum capacity." Dependents who reside near military 
installations will probably pay medical bills “out of their 
own pocket" rather than wait for treatment at some undeter- 
mined later date. 

Physicians must acquaint themselves with the new regu— 
lations and be prepared to decide if a patient is eligible 
for care under the reduced program, Wergeland added. In 
general, the new regulations (1) restrict civilian care for 
OB patients who live with their sponsors; (2) confine 
surgery to acute or emergency conditions and injuries 
requiring hospitalization and (3) eliminate outpatient pre- 
and post-surgical procedures and neonatal visits. 

—M.F.C. 


PLAN NOW TO ATTEND THE ACADEMY'S 11TH ANNUAL SCIENTIFIC 
ASSEMBLY, APRIL 6-9, IN SAN FRANCISCO'S CIVIC AUDITORIUM. 
A HOTEL RESERVATION FORM APPEARS ON PAGE 223. 
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Everything seems normal, but that “I just fall apart 
in the afternoon” may indicate a common 
subclinical anemia, or even an early pernicious 
anemia. For any phase or any type, marginal to 
manifest, consider one of the new Lederle 
hematinic formulations, FALVIN, PRONEMIA or 
PERIHEMIN. All provide the new form of iron, 
ferrous fumarate (fewer g.i. reactions and fully 
efficient) plus AUTRINIC Intrinsic Factor 
Concentrate, producing higher B,. serum levels. 


Three formulas permit dosage fiexibility 


Each capsule contains: FALVIN 
2 DAILY AILY 3DA 
Vitamin Biz with AUTRINIC® 1 U.S.P. 2/3 
Intrinsic Factor Concentrate Oral Unit Oral Units Oral Unit 
Ferrous Fumarate 271 mg. 350 mg. 168 mg. 
Iron (as Fumarate) 90 mg. 115 mg. 55 mg. 
Ascorbic Acid (C) 75 mg. —g. 


50 mg. 
Folic Acid 1 mg. 2 mg. 0.67 mg. 


All three contain Autrinic 


Hematinic Lederle 


PRONEMIA PERIHEMIN: 


Hematinic Lederie Hematinic Lederle 


LEDERLE LABORATORIES, 
a Division of 
AMERICAN CYANAMID COMPANY, Pear! River, New York 
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EK-II dual-speed 
ELECTROCARDIOGRAPH 


The new Burdick dual-speed EK-III is 
not miniaturized! Smaller and lighter, it 
still produces a sharp, full, standard-sized 
5 cm. record—at either 25 mm. or 50 mm. 
per second! 


The unit weighs just 224% pounds 
(26% pounds with all accessories). Com- 
pact design and unique carrying handle 
make the EK-III the ideal instrument for 
accurate office cardiography, as well as 
for bedside use. 


Investigate the advantages of the new 
Burdick EK-ITI. Your Burdick repre- 
sentative will gladly demonstrate the 
instrument at your convenience .. . or 
write directly to the company for com- 
plete descriptive material. No obligation, 
of course. 


Routine electrocardicgrams are important under age 
40 for future comparison; over age 40 for screening. 
JAMA, Mar. 28, 1953 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: NEW YORK *« CHICAGO * ATLANTA * LOS ANGELES 
Dealers in all principal cities 
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Winthrop N. Davey, M.D. has been associated with the University of Michi- 
gan since his undergraduate days. After completing his medical education there, 
Dr. Davey took both his internship and residency at the University Hospital, Ann 
Arbor. He has been an instructor and assistant professor of internal medicine and 
is currently an associate professor in that department. Dr. Davey is also director 
of the medical tuberculosis unit, University Hospital. He has written “Chemo- 
therapy of Tuberculosis,” this month’s Practical Therapeutics article, and the 
seventh in the current series contributed by the University of Michigan medical 
school staff. Page 106 


This Month’s Authors 


John B. Gregg, M.D. is an otolaryngologist in Sioux Falls, $.D. A University 
of Iowa graduate, Dr. Gregg took his internship at the University of Maryland 
Hospital and served two residencies at Iowa University Hospitals. For one year, 
he was chief of otolaryngology at the lowa City VA Hospital and is now a consult- 
ant at the Sioux Falls VA Hospital. Dr. Gregg is on the active staff of two other 
Sioux Falls hospitals and is a Civil Aeronautics Administration examiner for com- 
mercial pilots. Formerly an associate professor at the University of South Dakota, 
he also lectures at the South Dakota State College speech clinic. Dr. Gregg’s 
article is ‘‘Postadenotonsillectomy Home Care.” Page 92 


George C. Griffith, M.D. has collaborated with Drs. Harry Kaye and Seymour 
L. Cole on “Assay on Antianginal Agents, III: Per Cent Improvement.” Pro- 
fessor of medicine and coordinator of cardiovascular teaching, University of 
Southern California School of Medicine, Dr. Griffith is a director of the American 
Heart Association, vice president of the American Therapeutic Society and a direc- 
tor of the National Lupus Erythematosus Foundation. He is also vice chairman 
of the American College of Physicians’ board of governors anda consultant to Cali- 
fornia’s Board of Public Health. Dr. Griffith is on the Journal of the American 
Geriatrics Society editorial board. Page 101 


William Burns Kiesewetter, M.D. is associate professor of surgery, Uni- 
versity of Pittsburgh School of Medicine, and chief of surgical services at Pitts- 
burgh’s Children’s Hospital. The author of “Undescended Testicles,” Dr. Kiese- 
wetter taught at the University of Pennsylvania medical school five years and was 
also associate surgeon at Philadelphia’s Children’s Hospital. A Pennsylvania grad- 
uate who interned at the University Hospital, Dr. Kiesewetter was a Cushing 
fellow in surgery, Yale University, and served as an Air Force flight surgeon during 
World War II. Dr. Kiesewetter is a fellow of the American College of Surgeons 


and a member of the American Academy of Pediatrics. 


Philip F. D. Seitz, M.D. wrote “Diagnosis and Treatment of Psychocutaneous 
Disorders.” A graduate of the University of Pennsylvania, Dr. Seitz was associate 
professor of psychiatry and director of psychiatric research, Indiana University 
Medical Center, from 1949 to 1954. For two years, he was a visiting professor, 
University of Cincinnati. Since 1955, he has been on the staff of Chicago’s Insti- 
tute of Psychoanalysis, where he divides his time between research and practice. 
Dr. Seitz is an editorial consultant in psychiatry for the Journal of Investigative 
Dermatology. Four years ago, he received the American Psychiatric Association’s 
Hofheimer Award for psychiatric research. Page 80 


Page 95 


4 
‘a 
5 
bee %, 
q 
ay Sec 
j 
19 | 
i 
. 


Sinaxar 


the new, different chemical 
gstructure—-unlike any other 
skeletal muscle relaxant 
currently available——is 


ea "pure" muscle relaxant, 
_. with specificity of action 


free of adverse physical 
or psychic side effects, 
for all practical purposes 


cases involving skeletal 
muscle spasm 


long acting; no fleeting 
effects 


relaxants that cause GI distress, drowsiness, and 


dizziness..... ? 


with skeletal muscle 


ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINGIS / a leader in biochemical research 
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1 Ladeez and gentlemen: 

learn all about new VITERRA PEDIATRIC, 
a good supplement 

in a great new package. 


“2 First, 

see what happens when \ 
you push the metered plunger. ‘ 


3 Aha! 
bottle’s tight seal. An exact 0.6 cc. 
Nor risk of comes out this spout. 
inati Never more, never less. 


4 And notice — 
no drip, no waste, 
no sticky bottle. 


VITERRA’® PEDIATRIC 


each 0.6 cc. contains: 
6 Let’s take a minute 
to admire the formula. 


A(synthetic) 5000 U.S.P. Units 

D (Calciferol) 1000 U.S.P. Units 
B, (Thiamine) 
(Riboflavin) 

(Pyridoxine) 
B, 2(Cyanocobalamin) 
C {Ascorbic Acid) 
Niacinamide 
Panthenol 


a d-sorbitol base for better vitaminB,» absorption 
ttMi daily req has not been estab- 
lished. 
DOSAGE: 0.6 cc. or as directed by physician. 


in 50 cc. bottles 
no refrigeration needed 7 That means 
no hot-weather 8 Now for a farewell treat, a 
loss of potency. taste of delicious, orange-y 
VITERRA PEDIATRIC. How will 
you have it —in fruit juice? 
On cereal? Straight from the 
spoon? 


VITERRA 


ALLOW 30 SECONDS BETWEEN DISPENSINGS 


Special note to doctors who took this tour: 


Problems of over- and under-dosage, spillage, spoilage 
or leakage disappear with VITERRA PEDIATRIC’S new 
Metered-Flow bottle. Why not consider these advan- 
tages when you recommend a vitamin supplement? 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the world’s well-being 
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prompt, 
high blood levels 


consistently 
reliable 

and reproducible 
blood levels 


minimal 
adverse reactions 


A workhorse 
“mycin” 

for 

| common 

infections 


respiratory infections 


With well-tolerated CyCLAMYCIN, you will find 
it possible to control many common infections 
rapidly and to do so with remarkable freedom 
from untoward reactions. CYCLAMYCIN is in- 
dicated in numerous bacterial invasions of the 
respiratory system—lobar pneumonia, bron- 
chopneumonia, tracheitis, bronchitis, and other 
acute infections. It has been proved effective 
against a wide range of organisms, such as 
pneumococci, H. influenzae, streptococci, and 
many strains of staphylococci, including some 
resistant to other “mycins.” Supplied as Cap- 
sules, 125 and 250 mg,, vials of 36; Oral 
Suspension, 125 mg. per S-cc. teaspoonful, 
bottles of 2 fl. oz. 


4 
by 
; hy Conforms to Code for Advertising 


® 
Philadelphia 1, Pa. 
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LETTERS FROM OUR READERS. 


Yours Truly... 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 


No HIP Hooray 


Dears Sirs: 

I would like a list of Academy members in my com- 
munity. I just finished reading an article about the AAGP 
in the Long Island Sunday Press. 

I now belong to the HIP (Health Insurance Plan) and 
have no choice of doctor. The three younger children (2, 
7 and 11 years old) have one doctor and the older children 
(14 and 17) and my husband and I have another. 

We plan on switching to the GHI (General Health In- 
surance) plan in January, then we can pick our own doctor. 
We have only lived here 11 months and we don’t know any 
other doctors. 

Mrs. Emit WISEKAL 
South Farmingdale 
Long Island, N. Y. 


Wanted: Associate 


Dear Sirs: 

I am interested in obtaining a medical associate—one 
who is basically interested in medicine and with opportuni- 
ties in general practice. 

ALFRED E. TRONCELLITI, M.D. 
Ardmore, Pa. 


Old and Rare 


Dear Sirs: 
I have for sale an old bronze medal about three inches 
in diameter, dated 1887, International Medical Congress. 
If anyone in your organization would be interested in 
acquiring this medal, I would appreciate an offer. 
R. F. Gorortu 
Pleasant Hill, Mo. 
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of authors of letters published in this department will be preserved upon request. 


Point Well Taken 


Dear Mr. Cahal: 

At last week’s meeting, the attention of the board of 
directors of the Pharmaceutical Advertising Club was 
drawn favorably to your “Publisher’s Memo” in the Oc- 
tober issue of GP. 

Although the subject matter relates rather specifically 
to the advertising of proprietary drugs, we noted that you 
stress the importance of accuracy and good taste in phar- 
maceutical advertising and the rigid requirements of GP 
in these areas. We agree wholeheartedly with you that 
such a policy is beneficial to both the reader and the 
advertiser. 

PAC, through its Code of Ethics and its Committee on 
Ethics, is doing everything in its power to make pharma- 
ceutical advertising both accurate and tasteful, and the 
board has asked me to congratulate you for bringing this 
important matter to the attention of your readers. 

Joun W. Eckman 
Secretary 
Pharmaceutical Advertising Club, Inc. 
New York, N. Y. 


Key Words 


Dear Sirs: 

GP has been a most valuable asset to me personally, and 
for too long I have failed to congratulate and to thank you 
for all its “goodness.” 

May I be so bold as to request one small refinement 
which would be of great help, at least to myself, and 
possibly others. 

I suggest that the key words of the most important 
articles in each issue be printed on the narrow binding of 
the magazine. For instance, on the October 1958 issue, I 
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terrible cold 
DIN® tablets 


send CORICI 


Bs. am getting 


THERE‘’S A 
MESSAGE INSIDE 


EACH TABLET CONTAINS CHLORPRO@PHENPYRIDAMINE MALEATE 
PLUS APC. © 1958, SCHERING CORPORATION, BLOOMFIELD, 


NEW JERSEY. ALL RIGHTS RESERVED. CN-J-1298 
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took a one-inch strip of adhesive tape and printed on it 
the words—Stupor, Coma, Parkinson—and pasted it on 
the margin. I can thus easily refer to the article when 
desired. This could easily be done in the place now 
utilized (unnecessarily in my opinion) by the words “‘Pub- 
lished by the American Academy of General Practice.” 
Perhaps, some compromise would be of value. 

In any case, I like my magazines to stand upright, 
with key words prominently displayed. 

Best wishes for your continued great success. 

Geratp S. BACKENSTOE, M.D. 

Emmaus, Pa. 


Travelers Aid 


Dear Sirs: 

Summer months are coming and we will again see a 
large segment of our total population displaced from their 
usual locale. 

Since illness is not a respecter of our leisure time, 
many people find themselves taken with an illness while 
being miles or days from their doctor. 

Every week I will see travelers who have asked for 
medical care at three or four towns and have been refused. 
We are always willing to take time to see these people, 
but it would seem to me that the AAGP could do some- 
thing constructive about this problem. 

Two possibilities are: First, make available to the public, 
directories of doctors such as the one put out by the 
AAGP, and stress the importance of this problem. Second, 
have each general practitioner instruct his patients who 
are going on a trip to call him if they are sick. He can look 
up an Academy man in their vicinity and call personally 
to request that his patient be treated. 

When we think of the total number of our population, 
who at some time during the year are transients, their 
needs become readily apparent. 

C. A. Nystrom, M.D. 
Cawker City, Kan. 


Come July 


Dear Sirs: 

I am planning to start general practice in a rural com- 
munity of less than 10,000 population in July. I have not 
yet decided on a definite location but expect to settle in the 
mid- or south Atlantic States. 

I am a graduate of the George Washington University 
School of Medicine and a national board diplomate, and 
at this time am taking one year of residency training in 
pathology. 

With reference to my plans for general practice would 
you please forward the following: 

i. Application for membership in the AAGP. 

2. List of suggested medications and equipment for 
medical bag and office in a rural community. 

Grpert R. CLarK, M.D. 
Silver Spring, Md. 
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Old Directory Use 


Dear Sirs: 

I offer this hint for members: Don’t discard your out- 
dated AAGP directories. Keep them for that faithful, 
intelligent patient asking for the name of a family doctor 
just before or after he makes a distant move. 

Simply tear out and give the appropriate page, listing 
the “up to date” family physicans in his new area. 

Photostat machines, of course, allow you to do this 
with the current issue of AAGP directory. Merely replace 
the torn out copied pages for future use. 

E. A. Hackig, M.D. 

Bellflower, Calif. 


New Duty 


Dear Sirs: 

In July, I will complete a two-year tour of active duty 
in the Air Force. At that time I am considering going into 
general practice someplace in the Rocky Mountain area, 
preferably in Colorado. 

Though I am not a present member of the AAGP, I’m 
wondering if you could be of any help in providing me 
with information regarding opportunities for establishing 
a general practice in the above mentioned area? If you do 
not maintain a service of this type perhaps you can suggest 
other sources for the information I desire? 

I shall be very happy to provide any desired informa- 
tion regarding myself to any interested party. 

Capt. Virci H. Voss (mc) 
Mobile, Ala. 


( 
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“You were right . . . it isn't 
the bottle of beer at bedtime!” 
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vitamin A for faster, better utilization. 


aquasol A 


the original aqueous, natural 
high-potency vitamin A in capsule form 


» hyperkeratosis, desquamation and comedone 


formation with resultant follicular plugging 


~— far faster, more complete absorption of their 
water-solubilized vitamin A (up to 300% higher blood 
levels as compared with oily vitamin A). 


Natural vitamin A provides all known and fully utilizable 


physiologically active isomers of vitamin A — as compared 


wittt synthetic vitamin A which affords only one isomer, 
an isomer requiring conversion in the body before it can 
be utilized in certain enzyme processes. 


Vitamin A has become an integra. part of therapy in 
acne, chronic eczemas, excessively dry skin and other 
hyperkeratotic lesions. Why not use more effective, 
convenient Aquasol A capsules. Sperial processing of the 
natural vitamin A removes potential allergenic 
non-vitamin materials. 


AQUASOL A CAPSULES 


three separate high potencies of natural vitamin A 
per capsule... in water-soluble form: 


25,000 U.S. P. units 
100,000 U. Ss. P. units 


bottles of 100, 500 and 1000 capsuies 
SAMPLES and literature upon request 
u. S. vitamin corporation 


fArlington-funk Laboratories, division) 
250 East 4:ird Street, New York 17, N.Y. 


50,000 S. P. units 


_ using half the amount of vitaminA 
é eczemas, dry scaly skin 
e 
_ Aquasol A capsules are aqueous 
| Aquasol A capsules contain natural 


Now-All cold symptoms 
can be controlled 


Provides Triaminic for more complete 
and more effective relief from nasal and 
paranasal congestion because of systemic 
transport to all respiratory membranes— 
without drawbacks of topical therapy.t 


Provides well-tolerated APAP (N-acetyl-p- 
aminophenol) for prompt and effective 
analgesic and antipyretic action to make 
the patient more comfortable. 


Provides Dormethan (brand of dextro- 
methorphan HBr) for non-narcotic anti- 
tussive action on the cough reflex center in 
the medulla—as effective as codeine but 
without codeine’s drawbacks. 


Provides terpin hydrate, classic expector- 
ant to thin inspissated mucus and help the 
patient clear the respiratory passages. 


+Lhotka, F. M.: Illinois M. J. 112:259 (Heed, by: Fabricant, N. D.: 


Monthly 37:460 (July) 1958. Farmer, D. F 


Special “timed release” design 


first—the outer layer dis- 
solves within minutes to 
give 3 to 4 hours of relief 


then—the inner core 
releases its Ingredi- 
ents to sustain relief 
for 3 to 4 more hours 


also available for those patients who prefer 
liquid medication: Tussagesic suspension 


E. E. 
: Clin. Med. 5:1183 (Sept.) 1958 


Each TUSSAGESIC tablet provides: 

(phenylpropanolamine HCl . . 25 mg. 
pheniramine maleate . 
pyrilamine maleate .. . 

Dormethan 

(brand of dextromethorphan HBr) 30mg. 

Terpin hydrate. . . . . . . . 180mg. 


APAP (N-acetyl-p-aminophenol) . . 325 mg. 


Dosage: One tablet in the morning, midafter- 
noon and in the evening, if needed. 


* timed-release 


Tussagesic tabi: 


*Contains TRIAMINIC to Sy running noses &, €&. and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company ¢ Lincoln, Nebraska ¢ Peterborough, Canada 
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from seizures means many things: 
of all, ‘perhaps, take his place with? 
ily without fear. This freedom is possible. 
increasing k knowledge about epilepsy and 


advancement is played by modern ar 
Presented here are five disti 


meaning 


freedom 


ANTICONVULSANTS BY ABBOTT 


Pa Aon A hydantoin of exceptionally low toxicity for grand mal and psychomotor seizures. 


PHENURONE® Often effective where other therapy fails in grand mal, petit mal, psychomotor and 


Abbett) mixed seizures. 


eens Relatively non-toxic, for grand mal, petit mal, myoclonic and mixed seizures symptomatic 
(Metharbital, Abbott) of organic brain damage. 


TRIDIONE® (trimethadione, Abbott) Homologous agents for symptomatic control of petit mal, 
PARADIONE (Paramethadione, Abbott) myoclonic and akinetic seizures. 


GP sanuary 1959 


j 
‘of all gifts: a normal life. 
un eprlepsy | 


PERSONALITIES 


MEDICAL NEWS 


Robert J. Moorhead, M.D. 
A Second Executive Post 


Rosert J. MoorueabD, M.D., Yazoo City, Miss., has been voted the 
president-elect nominee of the Association of American Physicians 
and Surgeons. The nomination is tantamount to election. Dr. Moor- 
head has previously served the organization as national chairman 
of its annual essay contest. An Academy member, he is also president- 
elect of the Mississippi chapter. Following his graduation from the 
University of Tennessee School of Medicine (where he won the 
Faculty Medal), Dr. Moorhead took a rotating internship at John 
Gaston Hospital, Memphis, then returned to the University for post- 
graduate work in obstetrics. From 1941 to 1946, he was in military 
service and held the rank of colonel at the time of his discharge. 
Dr. Moorhead has been a clinical instructor at the University of 
Mississippi School of Medicine since 1955 and is director of the 
American Cancer Society’s Mississippi division. He has also served 
as secretary of the Mississippi Academy of General Practice. 


Maj. Gen. Oliver K. Niess 
A New Tour of Duty 


Tue Air Force has a new surgeon general. Maj. Gen. Oliver K. 
Niess, who has been command surgeon of the Pacific Air Forces in 
Hawaii for four years, has stepped into Maj. Gen. Dan C. Ogle’s 
former post. During his tour of duty in the Pacific, General Niess 
was instrumental in establishing medical care for U. S. nationals in 
southeast Asia and organized the yearly Pacific Air Force Medical 
Conferenee. Prior to this, he served as chief of the medical services 
division, Office of the Inspector General. In 1951, he inaugurated 
and implemented an inspection system for the Air Force Medical 
Service. A year later, General Niess was sent to Washington as 
special assistant to the director of plans and hospitalization, Air 
Surgeon General’s office. That same year, he was the Air Force 
member on the Armed Forces Medical Policy Council. During World 
War II, he served as director of administration, Office of the Air 
Surgeon. 
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Austin Smith, M.D. 
An 18-Year Affiliation 


SIX DAYS BEFORE the December AMA meeting in 
Minneapolis, Dr. Austin Smith, editor of the Journal 
AMA since 1949, turned in his resignation. In doing 
so, Dr. Smith terminated an 18-year AMA affiliation. 
He joined the staff as a medical consultant in 1940. 
Two years later, he was made secretary of the Council 
on Pharmacy and Chemistry. In 1946, he was also 
named director of the division of therapy and research. 
Seven months before he was appointed editor of the 


journal, he served as assistant editor. Dr. Smith was 


also editor-in-chief of AMA scientific publications. A 
Canadian by birth, Dr. Smith received his medical 
degree from Queen’s University Faculty of Medicine, 
Kingston, Ontario, and later earned a Master of Science 
degree. He took clinical training in Kingston and New 
York. For two years, Dr. Smith was a member of 
Queen’s pharmacology department. Later he was a 
staff member at the University of Illinois College of 
Medicine and of the University of Chicago’s pharma- 
cology department. In 1947, Dr. Smith was elected to 
the committee on revision of the U. S. Pharmacopeia 
and is currently a member of the Pharmacopeia’s 
board of trustees. Other posts include the executive 
editorship of the World Medical Journal and the chair- 
manship of the board of directors of the World 
Medical Association’s U. S. Committee. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well 
as other redical mectings in which general practitioners will 
have an iuterest, uill appear here monthly. 


*Classified by the Commission on. Education as acceptable for 
posigraducte study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


*Jan. 15. Greater Kansas City chapter, Wyandotte (Kansas) 
chapter and University of Kensas School of Medicine, 
course on pediatric problems, University of Kansas Medical 
Center, Kansas City, Kan. (4 hrs.) 

*Jan. 15-17. University of Minnesota, course on newer drugs 
in general practice, Minneapolis. (15 hrs.) 

*Jan. 15-17. Johns Hopkins Hospital ard Heart Association of 
Maryland, postgraduate course or. cardiology, the Johns 
Hopkins Hospital, Baltimore, Md. (16% hrs.) 

*Jan. 19-20. University of Kansas School of Medicine, et al., 
course on pulmonary disease clinic, University of Kan- 
sas Medical Center and Kansas City VA Hospital. (14 
hrs.) 

*Jan. 19-24. University of Colorado, general practice review, 
Denver. (45 hrs.) 

*Jan. 20-22. University of Maryland, postgraduate conference 
in medicine, ™ “timore. (15 hrs.) 

*Jan. 21-22. University of Kansas School of Medicine, course 
on gastreenterology, University of Kansas Medica! 
Genter, Kansas City, Kan. (14 hrs.) 

*Jan. 21-22. University of indiana, course on diarrheal 
diseases, Indianapolis. (11 hrs.) 

*Jan. 23. University of Kansas School of Medicine and Kanses 
Medical Society, course on the ophthalmoscope: its use 
in medicine, University of Kansas Medical Center, 
Kansas City, Kan. (7 hrs.) 

*Jan. 23-25. University of Minnesota, course on cardiovascular 
diseases for general physicians, Minneapolis. (15 hrs.) 

*Jan. 26-28. University of Michigan, course on pediatrics, 
University Hospital, Ann Arbor. (15 hrs.) 

*Jan. 28-29. University of Kansas School of Medicine and Kan- 
sas Medical Society, course on endocrinology and 
metabolism, University of Kansas Medical Center, 
Kansas City, Kan. (14 hrs.) 

*Jan. 28-29. Alebama chapter, concer seminar for Alabama 
doctors, Tutwiler Hotel, Birmingham. (101 hrs.) 

*Jan. 28-30. Lovisiana chapter, course on emergencies in medi- 
cine, Hutchinson Memorial Building, New Orleons. (18 
hrs.) 

*Jan. 28-30. University of Michigan, course on obstetrics and 
gynecology, University Hospital, Ann Arbor. (14 hrs.) 

Jan. 31. Lovisiene chapter, seminar on ments! health, Central 
Mental Hospital, Pineville. (4 hrs.) 

*Feb. 1. Panhandle (Texas) chapter, postgraduate seminar, 
Amarillo. (4 hrs.} 

*Feb. 4-6. New York University-Bellevua Medical Center, 
full-time course on modern trends in the diagnosis and 
treatment of congenital heart disease, New York City. 
(21 hrs.) 

*Feb. 9-11. University of Kansas School of Medicine, et al., 
course on radiology and radioactive isotopes, Uni- 
versity of Kansas Medical Center, Kansas City, Kan. 
(21 hrs.) 

*Feb. 9-12. University of Utah, fourth postgraduate course in 
anesthesology, Salt Lake City. (36 hrs.) 

“Feb. 10-13. Tennessee and Memphis (Tennessee) chapters and 
Memphis and Shelby County Medical Secieties, midsouth 
postgraduate medical asee=:hiy, Hotel Peabody, Memphis. 
(22 hrs.) 


CONTINUED ON PAGE 227 
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FOR YOUR ASTHMATICS 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
OPTIMAL EFFICACY 


Available with 
either epinephrine 
or isoproterenol 


Medihaler-EPI* 


Epinephrine bitertrate, 7.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no aleohol. Each measured dose 
contains 0.15 mg. epinephrine. 


Medihaler-ISO° 


Isoproterenol sulfate, 2.0 mg. per cc., 

suspended in inert, nontoxic aerosol vehicle. 

Contains no alcohol. Each measured R 7 zz 

dose contains 0.06 mg. isoproterenol. i er ‘ " 
Colfornia 
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Editorials, News and Apple Butter 


THis Is AN EDITORIAL, It abandons the role of objective 
reporting— it is an opinion; otherwise it would appear 
in the News Section. 

For some time it has been felt that this distinction 
need be made. Fortunately, or unfortunately we now 
have an opportunity to do just that. 

Precipitating this comment was the story of the 
American Registry of Doctor’s Nurses which appeared 
on page 227 of the October GP. The story, prepared 
in good faith, gave the facts as they were presented to 
us. It since develops that ARDN may not be all it 
claims to be. 

The Florida attorney general has ruled the registry 
is in violation of the Nursing Practice Act of Florida. 
This in itself is news, but.it will not be a news story 
because this story must editorialize. 

In view of developments, GP certainly could not 
endorse the group. In fact,-it is sorry if any readers 
ever felt that we were boosting them over the American 
Association of Medical Assistants. 

GP was one of the first to recognize that fine new 
organization. Following American Association of 
Medical Assistants’ formal organization on October 
26-28, 1956, a news story appeared on page 203 of 
the November, 1956 GP. Its first president, Miss 
Maxine Williams, was then featured in “Personalities,” 
February, 1957. 

GP is gratified to report that AAMA now has a 
national membership of 6,500 and is operating in 20 
states. We wish it continued good success and trust 
that the considerable number of nurses and medical 
assistants who have expressed the wish to join the ill- 
starred ARDN may be gathered into the AAMA fold. 

Now back to this editorial business. Granted that 
any publication has editorial license to print or not to 
print a news story, once the decision is made to use a 
story, the respected reporter has an obligation to 
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Editorials 


present the facts—neither commending nor con- 
demning. That prerogative must be left to the reader. 

On the other hand, if the same topic becomes the 
subject of a feature or an editorial, the rule is tempered 
and opinion takes over. 

In news, even if one dislikes apple butter in the 
worst way, if the apple butter makers come up with 
record-breaking sales, it’s news, like it or not. 


Natural and Human Resources 


REPEATEDLY throughout the centuries, there have been 
dire predictions about the end of human life on earth 
because the natural, resources of the planet will have 
become exhausted through use by man. It is therefore 
reassuring, to say the least, to encounter another 
point of view. In his article in Science for September 
19, 1958, Dr. Thomas B. Nolan, director of the United 
States Geological Survey, propounds the view that 
science and technology can create new materials 
faster than consumers can exhaust present resources. 

In his review of the subject, Dr. Nolan calls attention 
to the many past errors of judgment about the quantity 
of natural resources. Also he shows how, repeatedly, 
prognosticators have failed to take into account the 
possibility that man will solve problems of shortages 
of materials not only by finding new supplies but also 
by developing substitutes. In a word, the prognos- 
ticators have underestimated man’s ingenuity. 

In the concluding portion of his article, Dr. Nolan 
agrees with his “conservationist friends” when they 
‘point to a number of commodities, and to a number 
of localities, in which adequacy is far from assured 
(areas in which ground-water supplies are being 
drastically, and perhaps permanently, depleted is one 
example).” Still, he believes that man can be counted 
on to solve the problems of such local shortages. He 
warns about “the dangers of inadequate or belated 
utilization of our intellectual resources,” and expresses 
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the hope that “we are currently rediscovering the 
need to practice this kind of conservation.” 

The article does not consider in detail the “problem 
posed by an assumed infinite population in a finite 
world.” However, it concludes with a quotation from 
Edward Teller that aptly phrases Dr. Nolan’s personal 
belief: 

“Of all long-range prophecies, the theory of Malthus 
may well be the most plausible and the most inac- 
curate. About 150 years ago he predicted that the 
population of the earth would tend to increase faster 
than the food supply. Since he made his dire predic- 
tions the rate of population increase has continued to 
reach higher and higher levels—and so has the standard 
of living throughout most of the world. It is true that 
conditions are wretched in many countries; but even 
where life is hard people are objecting not because 
they look back to a happier past but rather because 
they demand a better future—which they know can be 
realized. Human fertility is undoubtedly great, but so 
far human ingenuity has proved greater. I suspect that 
ultimately the population of the earth will be limited 
not by any scarcity but rather by our ability to put up 
with each other.” 


The Patient’s Reaction to Bedside Teaching 


IN A SPECIAL ARTICLE published in the New England 
Journal of Medicine for September 11, 1958, Preuss 
and Solomon told about the results of a careful study 
of the results in patients who were the object of teaching 
by physicians at the bedside. The evaluation was made 
in 44 patients and was based on interviews with the 
patients before and after the bedside teaching episode, 
plus observations made during the episode itself. 

It was observed that a number of patients developed 
anxiety preceding a teaching episode, when it became 
apparent to them that they were to be the object of 
discussion by a group of physicians and students. 
Under these circumstances, the peak of the anxiety 
reaction came while the group approached the bedside. 
Few patients exhibited anxiety during the time that 
they were the subject of a case presentation. Indeed, 
the majority liked the idea of the presentation; the 
attention of the physicians was gratifying, particularly 
when it included an opportunity for the patients to 
speak out themselves. 

When a physical examination was part of the teach- 
ing exercise, this seldom caused any trouble. When 
trouble did arise, it was the result of ineptitude or 
inconsiderateness on the part of the physician-student 
group. For example, there was one woman with gall- 
bladder disease who developed anxiety to an extra- 
ordinary degree because so much attention was paid 
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to an inconsequential heart murmur. Afterward, it 
became difficult to convince her that her heart wa: all 
right. Another woman who seems to have been sensi ive 
about her obesity was concerned because it seeme:! to 
her that the attention of the group focused on her “big 
belly” during the time of the physical examinatioi. A 
third patient was severely frightened when she was 
brought without warning into the center of the stage 
for an amphitheater clinic. 

There were a number of occasions when case discvs- 
sion took place at the bedside. Occasionally this pro- 
voked resentment because it seemed so impersonal 
to the patient. More often, the only bad effect came 
about because the patients misunderstcod or mis- 
interpreted terms with which they were not familiar. 
There were instances in which the patient was quite 
unable to follow the trend of the discussion about his 
case. Under these circumstances, if he had already been 
worried about his condition, the worry tended to be 
aggravated. Another form of misinterpretation of the 
discussion period developed when patients supposed 
that expressions of divergent opinions on a topic must 
indicate unsureness in the physicians’ appraisal. 
Evidently these doubts and apprehensions on the part 
of patients were often intensified because they were 
“left in the dark” at the conclusion of the teaching 
episode. Too often, there was a failure to keep the 
patient informed. 

As a result of their evaluation of bedside teaching, 
Preuss and Solomon made three recommendations: 

The patient should be prepared for ward rounds, so 
that the uncertainty of ward rounds is converted into 
a positive emotional experience. 

‘Ward rounds must be conducted with constant aware- 
ness of the patient’s feelings. Every effort should be 
made not to embarrass patients, frighten them or 
irritate them. 

**As soon as possible after ward rounds have been 
completed, the patient whose case has been presented 
at length should be told the results of the conference.” 

There is truly nothing new in these ideas. They have 
often been presented by the many thoughtful physicians 
who have become skilled in the art of bedside teaching. 
Preuss and Solomon had mentioned that in the begin- 
ning of their article, but they had added that such 
former expressions had “not been based on critical 
studies demonstrating the effects of bedside teaching 
on patients.” That thought is unacceptable. Similar 
recommendations have been propounded through the 
years by good clinicians and, although they may not 
have been presented upon the basis of a detailed study 
of a specific number of cases, surely they wete formu- 
lated as the result of “critical studies”—studies that 
often were the life work of the clinicians. 
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Still, whatever the source of the recommendations 
and whatever the form of the study that leads to them, 
it is good to have re-emphasis of norms of conduct for 
“bedside” teaching. In the final analysis, as Preuss 
and Solomon imply, adherence to those norms is a 
prerequisite to the good therapeutic effect that can 
result from the teaching episode. 


Economic Problems 


Tue foremost economic problem in medicine today is 
the rising cost of health care. The larger part of the 
change in costs seems related directly or indirectly to 
hospital care. This in turn is a consequence of a num- 
ber of influences. 

‘In the first place, the modern hospital is totally 
unlike anything that would have been envisioned years 
ago. At one time, most hospitals either were something 
like a pest house or resembled today’s nursing home. 
Now, most hospitals provide an immense range of 
facilities and methods for diagnosis and treatment. 
They are teaching centers in the full sense of that term. 
They have a multitude of hard-working young people 
called the house staff. Research is a feature, and this 
activity is often “basic” as well as “clinical.” In the 
course of providing care for patients, many laboratory 
studies are done, and new tests are being added to the 
list every day—all this in the interest of insuring 
accurate diagnosis and good care. 

A second factor in the rising costs of hospitalization 
results from use of the same facilities for all types of 
patients. Full consideration is seldom given to the 
greater development, within existing hospitals, of 
special arrangements for special problems. For ex- 
ample, consider how the needs differ for the following 
categories of patients: (1) acutely ill, ambulatory; (2) 
acutely ill, incapacitated ; (3) convalescing, ambulatory ; 
(4) convalescing, bedridden; (5) subject of research; 
(6) subject of diagnostic work-up. 

One solution to the problem of rising costs for 
health care is by government subsidies. Of the ones 
already in use, many are direct, being assigned for 
construction of new treatment or research facilities or 
for the support of research within those that already 
exist. Other subsidies are indirect. For example, OASI 
now provides for the costs of medical care and hospi- 
talization for a special group of people. There are clear 
intentions to attempt to extend that type of program. 

It is hard for some people to see the grave risks in 
some types of government subsidization. The fact is 
lost sight of because the recipient of the subsidy gets 
the impression that he is receiving something for 
nothing. The falsity of that impression and the enor- 
mity of the risks were brought out forcefully by Dr. 
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Julian Price last year at the meeting of the American 
Hospital Association. He warned of increasing costs of 
government, decreasing liberties of the patient and his 
doctor, impairment of the quality of medical care and 
deterioration of personal initiative and personal re- 
sponsibility. 

The importance of Dr. Price’s warning is well known 
to most physicians. The trouble is that their patients 
haven’t heard it or haven’t understood it. That’s a 
defect that only the physicians themselves can remedy, 
and only then by individual effort. 


Trends in Cancer Mortality 


Statistical Bulletin of the Metropolitan Life Insurance 
Company (June, 1958) carried some disquieting news 
about trends in cancer mortality. When rates were 
compared at the two periods, 1936-40 and 1951-55, 
the results were as shown in the diagram below. 

It is evident that women are faring better than men. 
Most of the improvement in the figures for women 
seemed attributable to a large reduction in mortality 
from cancer of the female genital tract. Presumably 
this reflects the effect of preventive measures, including 
early diagnosis and treatment. Paradoxically, however, 
mortality from cancer of the breast showed almost no 
change—this in spite of intensive educational cam- 
paigns for case-finding. 

The rise in cancer mortality among men is due 
largely to an increase in cancer of the respiratory tract 
amounting to about 140 per cent (a change in death 
rate from 9.8 to 23.6 per 100,000 during the 15 years 
encompassed by the study). 

The problem of cancer is extremely complicated. So 
too is the interpretation of mortality statistics. Yet the 
feeling grows that here, as in other forms of disease, 
the female is the favored sex. 


Death rates per 100,000 (whites) 
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Uncle Wilfred 


Uncte WitrreD was astonished to learn of a new 
disease entity the other day when he heard of the 
Republican heart attack. One of his friends quoted to 
him (verbatim) the remarks of the distinguished Sena- 
tor Lyndon B. Johnson in a Democratic campaign 
speech on October 18. In outlining the facts which 
the senator contended should make all thinking people 
want to turn the rascals out, the good senator cited 
the appalling fact that, ‘Every year, twice as many 
people die from heart disease as were killed in all the 
wars during the first 170 years of the nation’s history.” 

Doctors will be comforted, Uncle Wilfred knows, 
in the reflection that Senator Johnson’s party has 
gained a substantial majority in Congress as a result of 
the November elections. This, if we and Uncle Wilfred 
are to follow Senator Johnson’s logic, will result in a 
corollary reduction in the incidence of fatal cardiac 
disease. 


Kanamycin 


Since the advent of penicillin, the search for other 
effective antibiotics has been frequently rewarded. 
Kanamycin is one of the newer rewards. Its place in 
the therapeutic scheme of things has not been fully 
established ; however, it is known to take potent anti- 
bacterial action against certain Gram-negative bacilli 
and against staphylococci (including the penicillin- 
resistant strains). 

When kanamycin is used for prolonged treatment 
of chronic infections (for example, tuberculosis), 
evidences of toxicity are almost inevitable. These in- 
clude casts in the urine, soreness at the sites of intra- 
muscular injections, and eosinophilia. Damage to the 
eighth cranial nerve also must be reckoned with. 
However, when the antibiotic is used in doses of 1 or 2 
Gm. a day for periods up to 14 days, untoward side 
effects are highly unlikely. 

Kanamycin is poorly absorbed from the gastro- 
intestinal tract—is therefore given by intramuscular 
injection. Satisfactory levels of the agent in blood and 
tissues are thereby rapidly attained. However, they 
tend to fall off quickly because of rapid excretion in 
the urine, so that it is preferable to divide the total 
daily dose into four parts, giving one injection every 
six hours. 

In a preliminary report of clinical experiences with 
kanamycin, published in the New England Journal 
of Medicine for October 2, 1958, Bunn and Baltch 
told of the effects of the antibiotic in 25 severe and 
acute infections in the adult. In general, these fell 
into two groups—those caused by staphylococci 
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(mainly penicillin-resistant staphylococci) and t)iose 
caused by Gram-negative bacilli. 

There were 15 serious staphylococcal infections 
in the series—four cases of acute primary pneumonia, 
three cases of large postoperative intra-abdominal 
abscesses, two cases of acute exacerbations of osteo- 
myelitis, two cases of generalized multiple skin 
abscesses, one postoperative leg abscess, one case of 
acute endocarditis, one acute purulent pericarditis 
and one acute lung abscess. In all instances, the 


Who Makes the Diagnosis? 


Tue stimutus for this article stems from rereading a 
**Guest Editorial” in the February, 1955 issue of GP— 
an editorial reprinted from ‘The Care of the Aging 
and the Chronic Sick,” by Dr. P. Thomson. 

Dr. Thomson advises against listening to the dictum 
that one diagnosis can often cover all of the symptoms, 
and warns against paying too much attention to this 
accepted” fact lest we give one disease the multifacts 
of symptomatology which, in reality, may be produced 
by several concomitant diseases. 

The usual patient who comes to a general practi- 
tioner has a single complaint, and is generally content 
to have that complaint treated and removed. When a 
patient has a multiplicity of complaints, it then be- 
comes necessary to treat each complaint either in- 
dividually, or at consecutive visits, or to try to relate 
all the complaints to one disease. 

A genuine effort to uncover multiple diseases usual- 
ly requires more time than is generally allotted to an 
individual patient. To uncover multiple diseases which 
are unknown to the patient, or to which the patient is 
indifferent, requires the doctor to take a painstaking 
and detailed history. 

Therefore, when a physician attempts to practice 
‘preventive maintenance,” his task becomes doubly 
difficult. He must first take a detailed and painstaking 
history. He must record this history in a legible and 
intelligible form. He must have sufficient time to cor- 
relate his findings with-whatever laboratory work is 
ordered, and then embark on a plan of therapy. 

When the busy generalist attempts this method of 
finding illness before the patient does, he develops a 
sense of frustration due to his inability to fit the pa- 
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infection was progressing at the time treatment was 
started. In two of the cases of staphylococcal pneu- 
monia, the treatment failed. The 13 other patients 
responded satisfactorily, and it seemed evident that 
kanamycin had altered favorably the course of their 
serious infections. 

Most of the ten cases of Gram-negative bacillary 
infections had originated in the genitourinary tract. 
Kanamycin led to therapeutic success in eight cases— 
to failure in two. Certainly, the results here, as in the 


staphylococcal infections, were encouraging enough to 
warrant further clinical trial of the antibiotic. 

The list of antibiotics is now long enough—their 
actions varied enough—that physicians have an op- 
portunity for considerable therapeutic finesse. Un- 
doubtedly the list will lengthen still further, and as it 
does, the choice of the right drug for a particular in- 
fectious disease will require more and more dis- 
crimination. The implied obligation is obvious, and 
not at all obnoxious. 


tient into his routine, and is further frustrated because 
of his inability to pursue what he knows to be an ideal 
method of practicing medicine. 

Despite an inherent dislike of anything coming be- 
tween the doctor and his patient, and despite the con- 
viction that nothing could substitute for that personal 
relationship, the dissatisfaction and frustration led me 
to consider the idea of a questionnaire patterned along 
the lines of the Cornell Medical School Questionnaire, 
which the patient takes home and answers for purposes 
of system review. 

The Cornell Questionnaire, when reviewed, showed 
that the average individual had ten or 11 positive 
symptomatic complaints that accounted for the ten or 
11 diagnoses requiring treatment. This surprised me 
since a patient coming to me for a specific medical 
complaint was treated for that complaint, and somehow 
I was missing other potential sources of illness, which 
the questionnaire revealed. 

The original Cornell Questionnaire struck me as 
being too impersonal, and too cold-blooded, for my 
type of practice. About 1949 or 1950, I had come 
across a “Health Record” published by Dr. C. Ward 
Crampton, of New York City, whose informal style 
and “homey” questionnaire came closer to what I had 
in mind. This was modified to take the form in which 
my questionnaire appears today. 

Hastily sketching a questionnaire and stencilling it, 
Iasked my nurse to take histories on patients coming 
to the office for the first time. Much to my amazement, 
there were seven positive diagnoses on an average for 
each patient. Then I began to send these question- 
naires out to old patients of mine, and again the an- 
swer astounded me. There were six or seven diagnoses 
per patient that could be made from the history alone. 

During medical school, the importance of taking a 
history is fully emphasized. It may be emphasized to 
such an extent that the taking of a history becomes an 
obnoxious and tiresome task, and after finishing an 
internship, in his “‘all-seeing” wisdom, the physician 
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often dispenses with a carefully taken history and be- 
comes a “real diagnostician” for whom the necessity of 
taking a detailed history is not so evident. 

Review of this questionnaire revealed several diag- 
noses which, at first glance, may be of small value to 
the physician, but are of real value to the patient. 
These include dental caries, astigmatism, athlete’s 
foot, allergies to chocolate, tachycardia on drinking 
coffee and smoking cigarettes, faulty carbohydrate 
metabolism and allergy to milk. Correction of these 
disturbances usually results in gratitude on the part of 
the patient. : 

In the glamour of brain surgery and cardiac surgery, 
it is easy to sit back and wish that these were the fields 
in which the future of medicine lies, but a shake of 
one’s head will return the wandering focus to its 
proper perspective. The future of medicine lies not in 
the miracles of surgery, nor in the cure of weird in- 
fections and rare diseases, but rather in the treatment 
of the simple, common, everyday ailments that are 
brought out by a questionnaire such as the one 
described. 

As the standards of living improve, and as the in- 
telligence level of the people rises, and as the more 
serious illnesses disappear or are minimized, then the 
consumers of medicine turn to the general practitioner, 
the family doctor, for relief of what used to be a trivial 
complaint, which their parents and grandparents 
would ignore. The average individual today is grateful 
when his attention is called to minor disturbances 
which someday might prove severe. 

People wish to be reassured that they are in excellent 
physical condition. This is evidenced by the increasing 
numbers of routine physical examinations done today 
with a view to preventing serious consequences. What 
easier way is there of turning up these disturbances 
than to have a secretary check off “ves” or “no” 
answers for you, and find six conditions to treat, 
where heretofore the physician had been content with 
one ?—Epwin Martin, M.D., Mt. Holly Springs, Pa. 
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Figure 1. Dermatitis 
factitia of forearms. 
Note punched-out, 
somewhat geometric 
appearance and distri- 
bution. 


Figure 2. Circumscribed 
neurodermatitis (Li- 
chen simplex chronicus) 
on dorsum of foot. The 
tough, leathery (li- 
chentfied) plaque is due 
to chronic scratching of 
this area. 


Figure 3. Disseminated 
neurodermatitis of pop- 
liteal fossae—one of its 
commonest locations. 
Such patients often had 
infantile eczema of the 
same regions in child- 
hood, and may revert to 
scratching these areas 
when under emotional 
tension in adulthood. 


Diagnosis and Treatment 
of Psychocutaneous Disorders 


PHILIP F. D. SEITZ, M.D. 


Institute for Psychoanalysis 
Chicago, Illinois 


Changes in the skin are frequently a reflection of 
emotional reactions. When emotional conflicts per- 
sist, or in the presence of psychosis or severe psycho- 


neurosis, a wide variety of shin disorders may result. 
Detection of the psychologic factors requires (1) 
insight on the physiian’s part, (2) meticulous 
history-taking. In most cases of psychocutancous 
disorders, therapy should have a dual approach— 
dermatologic therapy being combined with psycho- 
therapy. In some instances, referral to a psychiatrist 
is mandatory. 


PsYCHOCUTANEOUS DISORDERS are skin diseases in 
which persisting emotional factors play a role in initi- 
ating, aggravating or perpetuating a dermatopatho- 
logic process. 


Physiopathology 


Emotional states are often accompanied by physiolog- 
ic changes in the skin. Examples are blushing with 
shame, flushing with anger, blanching with fear, 
sweating and “‘goose-flesh.”” Such reactions associated 
with emotional states are mediated by the autonomic 
nervous system or, in some instances, by humoral 
mechanisms. The physiologic reaction is usually 
temporary; as the emotional state fades away, the 
cutaneous changes disappear. 

If an emotional state is prolonged for some reason, 
the accompanying vegetative reactions may also per- 
sist. For example, if a person stays angry, or is con- 
stantly afraid, or continuously unhappy and de- 
pressed, the associated cutaneous reactions of flushing, 
blanching or sweating may also continue. In this way, 
chronic states of emotional tension may produce sus- 
tained alterations in the physiology of the skin. 
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Persistent functional disturbance of cutaneous 
physiology predisposes the skin to pathologic reac- 
tions. Sustained functional impairment of the skin’s 
blood supply may lead to changes in its resistance to 
microdérganisms, to alterations in cutaneous allergic 
reactions and to metabolic cutaneous disorders. Pro- 
longed emotional hyperhidrosis may provide the 
moisture upon which bacteria and fungi thrive. Pruri- 
tus may result from functional changes influencing the 
liberation of histamine in the skin; and itching fre- 
quently induces further damage to the skin as a result 
of scratching. 

According to modern psychiatric theory, chronic 
states of emotional tension are produced when in- 
stinctual impulses and emotions are blocked in their 
expression or discharge. Such damming-up of in- 
stinctual and emotional tensions usually results from 
unconscious, self-imposed inhibition of the disturbing 
impulses and feelings. The instinctual impulses and 
emotions most commonly repressed in this way are 
those of sexuality and aggression, which so often cause 
conflict with the individual’s social, ethical and moral 
codes of conduct. Chronic states of emotional tension 
may therefore be said to arise from “‘disorders in the 
capacity for loving and hating.”’ Mixtures of these two 
tension states are even more common than either one 
by itself; for frustration of the cravings for love in- 
variably invokes anger and resentment as well. 


Diagnosis of Psychocutaneous Disorders 


The diagnosis of psychocutaneous disorders is 
based upon the following sources of clinical evidence. 


Tue DerMatTotocic DIAGNosIs 


Some skin diseases are so commonly associated with 
emotional disturbances that the nature of the derma- 
tologic condition itself sometimes suggests the pos- 
sibility of psychogenesis. Emotional problems often 
play a role in the following dermatologic diseases: 

1. Dermatitis artefacta (Figure 1) 

2. Idiopathic pruritus, including acaraphobia and 
delusion of parisitosis 

3. Pruritus of the anus, vulva, scrotum or perineum 

4. Circumscribed neurodermatitis (dry type) (Fig- 
ure 2) 

5. Disseminated neurodermatitis (dry type) (Fig- 
ures 3 and 4) 

6. Exudative neurodermatitis (Figure 5) 

7. Neurotic excoriations, including dug-out ex- 
coriations and excoriated acne 
8. Prurigo nodularis (Figure 6) 
9. Trichotillomania (Figure 7) 
10. Hyperhidrosis (Figure 8) 
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11. Alopecia areata 

12. Chronic urticaria and angioneurotic edema 
(Figure 9) 

13. Rosacea (Figure 10) 

14. Lichen planus (Figures 11 and 12) 

15. Dermatitis herpetiformis (Figure 13) 

16. Recurrent herpes simplex labialis (Figure 14) 

Some of these dermatologic diseases are by no 
means invariably psychogenic. However, emotional 
factors appear to play a contributory role so frequently 
in these conditions that they deserve to be included in 
the list. Psychologic influences represent only one of 
the usually multiple etiologic factors. 


NATURE OF ONSET 
Immediately prior to, and at the time of onset of the 


cutaneous disorder, were there disturbing life experiences 
that might account for emotional upheaval ? If so, this is 
positive evidence favoring the diagnosis of psychocu- 
taneous disorder. Frequently, the patient will recall 
changes in his life situation at the time of onset of his 
skin disease; but he may deny that the experience was 
emotionally disturbing to him. This may mean either 
(1) that the event was relatively unimportant, or (2) 
that the experience was so disturbing emotionally that 
the patient had to repress his feelings about it. The 
latter possibility is highly important, and can some- 
times be detected by the patient’s “hurrying past” or 
**glossing over” a subject. 

Some life situations are especially prone to pre- 
cipitate chronic states of emotional tension. The fol- 
lowing are examples. 

. Intrafamily friction 
. Death of a loved one 
. Marriage 
. Leaving home 
. Sibling rivalries 
. Birth of a child 
. New member, especially in-law, entering family 
group 
8. Love affairs 
9. Professional rivalries 

10. Friction with employer 

11. Social, occupational or marital failure 

12. Increased responsibility of any kind 

At the time of onset of the dermatologic symptoms, 
were there any other chronic or persistent symptoms that 
disappeared ? If so, this suggests the possibility that a 
psychocutaneous disorder may have replaced a pre- 
vious psychogenic symptom. Sometimes, the former 
symptom was eliminated by medical treatment; but 
since the basic psychologic origins of the condition 
were unmodified, some new outlet for the emotional 
tension may have had to develop. 
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Figure 4. Dissemi- 
nated neuroder- 
matitis on the back 
of the neckh—an- 
other very com- 
mon location, es- 
pecially in women. 


Figure 5. Infantile 
eczema—in which 
disturbances in 
the mother-child 
relationship may 
play an impor- 
tant role. 


Figure 6. Prurigo 
nodularis—a 
variant of neuro- 
dermatitis in 
which neurotic 
picking of the skin 
produces tough, 
leathery nodules. 


Figure 7. Tricho- 
tillomania (neu- 
rotic hair-pull- 
ing) —another 
variety of self-in- 
Slicted dermatosis. 


Tue System Review 


The more symptoms of emotional tension that one 
finds in the review of systems, the greater the likelihood 
that the presenting complaint is functional in origin. 
The following symptoms are commonly associated 
with chronic states of emotional tension. 

1. Fatigue 

2. Weak spells, fainting spells, dizzy spells 

3. Insomnia 

4. Nightmares 

5. Spots before the eyes 

6. Headache, especially of the constricting, “hat- 
band” type 

7. Chronic, otherwise unexplained nasal con- 
gestion 

8. Roaring or ringing in the ears and head 

9. Excessive or diminished salivation 

10. Difficulty swallowing 

11. Otherwise unexplained nausea and vomiting 

12. Otherwise unexplained increase or decrease 
in appetite 

13. Chronic indigestion or “dyspepsia” 

14. “Heartburn” and aerophagia 

15. Sighing respiration 

16. Smothering and choking sensations 

17. Palpitation 

18. Otherwise unexplained chronic constipation 
or diarrhea 

19. Frequency of urination, urinary retention and 
enuresis 

20. Dyspareunia, frigidity, impotence and func- 
tional menstrual disorders 

21. Numbness and tingling of the skin 

22. Bizarre and unanatomic aches and pains, es- 
pecially “burning” abdominal pain 

23. Otherwise unexplained backache 

In determining whether emotional factors play a 
role in initiating, aggravating or perpetuating a cu- 
taneous disorder, it is often helpful to make a careful 
and thorough system review, asking specific questions 
about the symptoms listed above. A history of multiple, 
seemingly unrelated symptoms is usually elicited in 
patients with psychocutaneous disorders, if the organ 
systems are reviewed patiently and thoroughly. 


Past PsycHONEUROTIC DiIsoRDERS 


A past history of psychoneurotic and psychosomatic 
disorders increases the likelihood that the present 
complaint may be functional in origin. The following 
types and descriptions of illnesses are suggestive of 
previous psychoneurotic or psychosomatic disorders. 

1. “Nervous breakdown, exhaustion or collapse” 
2. “Confined to bed as a case of nerves” 
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3. Bizarre, undiagnosed complaints 
4, Illnesses characterized by symptoms listed above 
in the section on System Review 
5. “Heart attacks” and “strokes” in young persons 
6. Sudden and transitory blindness, deafness, 
paralysis, anesthesia, loss of voice, loss of memory 
7. “Diabetes” which was “cured” 
8. “Colitis” 
9. ‘Nervous skin rash” 
10. Enuresis, or “weak kidneys” 
11. “Asthma” which was “cured” 
12. “High blood pressure” 


Famity History 


A family history of psychoneurotic and psycho- 
somatic disorders also increases the likelihood that 
the present illness may be functional in origin. The 
presence of emotional disorders in parents and siblings 
is especially important. According to present-day 
psychiatric thought, the tendency for psychogenic 
illnesses to appear in several members of a family is due 
less to hereditary influences than to the fact that 
“neurotic parents bring up neurotic children.” 


Tue Past Persona History 


_ The value of the past personal history in the diag- 

nosis of psychocutaneous disorders is both general 
and specific. This information tells what kinds of ex- 
periences have made the patient the person he is, and 
how well he has been able to adjust himself to his life 
experiences. In patients with psychocutaneous dis- 
orders, one usually finds abundant evidence of im- 
mature emotional adjustment. The past personal his- 
tory indicates whether the patient is emotionally pre- 
disposed to psychosomatic reaction, and under what 
emotionally stressful conditions such a reaction would 
be likely to occur. 

The past personal history is usually begun by asking 
the patient to tell about his life, and is completed by 
specific questions from the physician. Particular at- 
tention is paid to how the patient adjusted to new and 
disturbing life experiences. The following kinds of in- 
formation are suggestive of problems in emotional ad- 
justment. 

1. Neurotic Traits of Childhood. Nailbiting; thumb- 
sucking; night terrors; enuresis; feeding problems; 
running away; learning problems; temper tantrums; 
other behavior problems. 

2. Social Adjustment Problems During Childhood, 
Adolescence and Adulthood. Inability to make and keep 
friends; shyness; wallflower; unable to sustain mature 
social relationships because he becomes too dependent 
and demanding, or too bossy and overbearing ; suspects 
others’ interest in his friendship is only for what they 
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Figure 8. Hyper- 
hidrosis with sym- 
metric lividity of 
the soles, often as- 
sociated with a 
similar condition 
of the palms. The 
palms and soles 
perspire in reac- 
tion to emotional, 
not thermal, stim- 
ulation. 


Figure 9. Chronic 
urticaria, which 
sometimes disap- 
pears dramati- 
cally tf the patient 
will let himself 


weep. 


Figure 10. Acne 
rosacea, which 
tends to be con- 
fined to the flush 
area of the face— 
an area which is 
vascularly sensi- 
tive to emotional 
reactions of anger 
and guilt. 


Figure 11. Lichen 
planus, annular 
type, of the wrist 
—its most typical 
location. 
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Figure 12. Lichen 
planus of the buc- 
cal mucosa—an- 
other common lo- 
cation. 


Figure 13. Der - 
matitis herpetifor- 
mis—an idio- 
pathic vesicular 
eruption in which 
emotional factors 
appear to play at 
least a part. 


Figure 14. Herpes 
simplex labialis 
—a virus infec- 
tion in which one 
of the predisposing 
factors appears to 
be a certain type 
of emotional dis- 
turbance. 


can get out of him; has such marked inferiority feel- 
ings that he can’t imagine anyone would want him for 
a friend ; has no social group affiliations such as church, 
fraternal orders, clubs; very fickle in friendships, drop- 
ping friends as soon as he makes them; expects so 
much in friends that none lives up to his standards; 
alcoholism. 

3. Problems in Adjustment to School. Specific learning 
problems—for example, required tutoring in reading 
while doing satisfactory work in other subjects; be- 
havior problems, including delinquency; inability to 
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get along with certain teachers; intolerant of authority 
and leadership; excessively perfectionistic, and ain- 
bitious to be first in every class; repeated scholastic 
failures despite adequate intelligence ; truancy. 

4. Problems in Occupational Adjustment. Cannot 
find a job he likes; job-hopping; cannot hold a jab; 
has no interest in his work; cannot stand responsibil- 
ity; repeated conflicts with employers and _ other 
figures in authority; excessively perfectionistic and 
ambitious, including “‘flight into work”; feels dis- 
criminated against by employers or fellow work- 
men; holds job far beneath his intellectual capabili- 
ties. 

5. Problems in Marital Adjustment. Spouse much 
older or younger than patient; married to get away 
from home; marriage of convenience; no sharing of 
interests; marital friction and discord ; separations and 
divorces; interference by relatives; disagreements over 
children; unwanted children; religious differences; 
friction over budget and finances; irritating petty 
idiosyncracies of spouse; excessively demanding 
spouse; infidelity of spouse, or obsessive suspicious- 
ness regarding infidelity; must live with parents after 
marriage. 

6. Problems in Sexual Adjustment. Frigidity; im- 
potence; ejaculatio praecox; dyspareunia; coitus 
interruptus; sexual incompatibility with spouse; Don 
Juanism; homosexuality, overt or latent; promiscuity; 
conflicts about contraception. — 

The physician will not always obtain frank and 
candid discussions of all points in the past personal 
history. It is important to note any topic that is 
“hurried past,” or “glossed over,” by the patient, for 
defensive evasions may indicate anxiety-laden subjects. 
Emotional reactions of the patient are also observed as 
various subjects are discussed. Speech blockage, blush- 
ing, blanching, sweating, hand wringing, sighing, 
fidgeting and tremor may betray the emotional im- 
portance of subjects that the patient attempts to brush 
aside as insignificant. Very frequently it is less impor- 
tant what the patient says than what he does not say, 
and how he avoids saying it. This is a sort of psychiat- 
ric “reading between the lines,” which involves an 
attitude of “benevolent skepticism” aboui the patient’s 
actual statements. 


ABSENCE OF ORGANIC Facrors 


This is the weakest evidence upon which the diag- 
nosis of a psychocutaneous disorder may rest. It is, at 
best, negative evidence, since it can only suggest what 
the condition is not, rather than what it is. The 
diagnosis of psychocutaneous disorders should be 
made, insofar as possible, on the basis of the foregoing 
positive evidence. There is little justification for as- 
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suming that a dermatologic disease is necessarily 
psychogenic simply because other etiologic factors can 


not be found. 


Explaining to Patients 


The interpretation of psychogenesis to patients with 
functional cutaneous disorders requires the same pro- 
fessional matter-of-factness, the same sympathetic 
interest and understanding with which any other medi- 
cal advice is given. A helpful way to explain this to the 
patient is to comment that “emotional tension is one of 
the factors aggravating the skin condition.” Patients 
are seldom offended by this information, when stated 
frankly and sincerely. More often than not, the patient 
feels relieved to know that the condition is understood 
by the physician. 

In the initial interview, it is often best to avoid 
pointing out specific emotional problems that the 
physician may already suspect are troubling the pa- 
tient. In most cases, the patient is not yet ready 
for this. If he presses the point, more or less demand- 
ing to know about the nature of the “emotional ten- 
sion,” the physician can usually postpone such 
discussion with the further remark that “there is no 
need for us to go into that today—next time will be 
soon enough.” The advantage of this policy is that it 
sets a pattern of gradualness in discussing the emo- 
tional problems. 

If the patient is so threatened by the possibility of 
psychogenesis that he becomes openly hostile when 
the subject is mentioned, the physician can only drop 
the matter for the time being. Arguing with the pa- 
tient, or debating the issue intellectually, is unwise. It 
only increases and solidifies the patient’s already im- 
pregnable defenses. In such cases, treatment along 
pharmacologic and physical lines is instituted, and the 
physician then watches for openings in which he can 
safely reintroduce the subject of psychogenesis, little 
by little, on subsequent visits. 


Simultaneous Dermatologic and Psychotherapeutic 
Management 


A combined dermatologic and psychotherapeutic 
approach is not only entirely possible but is definitely 
indicated for most of the psychocutaneous disorders. 
Some physicians do not have the time, the training or 
the inclination to treat the patient psychothera- 
peutically as well as dermatologically. Even in these 
cases, however, the patient’s emotional relationship to 
the doctor can have a psychotherapeutic function. If 
the doctor continues to emphasize, visit after visit, 
that he understands how emotional tension is keeping 
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the patient and his skin upset—meanwhile pointing 
out that the physical and pharmacologic therapies are 
prescribed for their symptomatic value—the patient 
benefits emotionally from the relationship. Physicians 
who have had training in psychotherapy may go even 
further than this. While continuing their symptomatic 
pharmacologic and physical therapies, they also discuss 
emotional problems with the patient. 


Concerning Rest and Sedation 


Rest and sedation are probably not as helpful thera- 
peutically in psychosomatic disorders as they were once 
thought to be. Hospitalization frequently results in 
sudden, although temporary, improvement. However, 
this may be due less to rest than to withdrawal from 
environmental emotional conflicts, and to the factor of 
suggestion. 

In some patients with psychocutaneous disorders, 
work and other activities have a salutary effect in them- 
selves. If these opportunities for sublimating emotional 
tension are removed by putting the patient to bed, the 
result is sometimes more itching, more scratching, more 
restlessness and increased dissatisfaction. 

The concept that fatigue causes psychocutaneous dis- 
orders is outdated. Overwork in these -patients is but 
another symptom of their chronic, unresolved emo- 
tional tension. It does not cause the cutaneous disorder. 
If anything, the overactivity is a way of trying to relieve 
tension. Sedation may make the patient more comfort- 
able, which is always a justifiable therapeutic aim. 
Vacations often have more value than rest and sedation. 
They remove the patient from his conflictful environ- 
ment and provide recreational gratifications without 
eliminating the opportunity to “let off steam” through 
activity. 


Psychotherapeutic Management by Nonpsychiatrists 


Psychotherapy, although the oldest of medical arts, 
is among the youngest of medical sciences. Every 
physician is a practitioner of this art, but relatively 
few have been taught the principles and methods of 
applying the science of psychotherapy. The usual cau- 
tion must be borne in mind when the physician takes 
up this new and therapeutically potent method: Pri- 
mum non nocere! “First of all, do no harm!” 

In general, unless the physician has had unusual 
training in dynamic psychiatry and psychotherapy, he 
should confine his psychotherapeutic activities to sup- 
portive methods, which do not involve extensive ex- 
ploration of the deeper layers of the personality. Pene- 
trating, excavating, extensively uncovering and cathar- 
tic methods of psychotherapy are procedures for psy- 
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chiatric specialists and should not be attempted by 
physicians without special training in the use of these 
highly technical therapeutic methods. Mildly cathartic 
or ventilative methods may sometimes be used safely 
by the physician—provided he has had supervised 
training in the use of these techniques, and provided 
he encourages the expression of feelings only in con- 
nection with current conflicts. In almost no conceivable 
circumstance would it be indicated for a general physi- 
cian to uncover old, deeply repressed conflicts associ- 
ated with infancy, childhood or the remote past. 

For the most part, the physician should not include 
among his primary psychotherapeutic aims the excava- 
tion of unconscious material. A limited amount of un- 
covering is permissible in relation to current problems; 
but the major psychotherapeutic efforts should be to- 
ward strengthening, rather than removing, the forces 
of repression. This means that by reassurance and 
sympathetic support, the doctor consistently reinforces 
the patient’s defenses against repressed impulses and 
feelings, repeatedly emphasizes his capacity for adjust- 
ment and patiently reiterates that there are forces within 
the patient’s personality which are striving constantly 
toward harmony and health. 

This is supportive psychotherapy, which can often 
be employed very successfully by physicians without 
specialized psychiatric training. It is the kind of 
psychotherapy that helps the patient to regain a feeling 
of organization in his life. It helps him to regain a feel- 
ing of confidence, and relegates disturbing impulses, 
feelings and thoughts to the background of his psycho- 
logic life. 

Much of the success of this type of psychotherapy 
depends upon the degree of rapport in the doctor- 
patient relationship. If the patient feels a high level of 
confidence in the doctor, the physician’s quiet, steady 
reassurance tends to bring about a feeling of certainty 
and harmony in the patient. The physician’s repeated 
expression of confidence in the patient helps the pa- 
tient to believe in himself. Similarly, the doctor’s praise 
for the mature aspects of the patient’s behavior tends 
to reinforce or strengthen these elements of the per- 
sonality. Partly because the doctor approves of this 
behavior, the patient begins to exploit his potential for 
mature adjustment and to become less preoccupied 
with disturbing and unsatisfying aspects of his life. 

Just as the physician should not usually attempt to 
uncover unconscious conflicts, he should also not 
strive primarily for the development of insight. Bom- 
barding the patient with interpretations and explanations 
ts psychotherapeutically naive, as well as futile. 

Physicians and students desiring additional basic 
reading on the subject of psychotherapy are referred 
to the following books: (1) Psychotherapy in Medical 
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Practice, Levine, M., New York, The Macmillan Coin- 
pany, 1945; (2) Teaching Psychotherapeutic Medicine. 
Edited by H. L. Witmer, New York, Commonwealth 
Fund, Division of Publications, 1947. 


Emotional Reactions to Disfiguring Skin Diseases 


Skin diseases and other medical and surgical con- 
ditions that produce obvious disfigurement of the 
patient may precipitate disturbing emotional reactions. 
Any damage to one’s appearance constitutes a threat 
to the personality. Diseases of the skin that cause 
scarring are the most disturbing psychologically. The 
most common emotional reaction to these diseases is 
depression, which may occasionally reach serious pro- 
portions. Compensatory reactions of euphoria and 
forced cheerfulness sometimes occur. Feelings of in- 
feriority and shame are also common reactions, due in 
part to the patient’s fear that he has not been cleanly 
enough, or in part to his anxiety about the contagious- 
ness of his condition. 

The following general principles have been found 
helpful in the management of emotional reactions to 
disfiguring skin diseases. 

1. In every case of skin disease that is not contagious, the 
physician should make a specific point of reassuring 
the patient about this—whether he asks about it or 
not. Some patients who fail to ask this question may be 
so alarmed by the possibility of contagiousness that 
they cannot verbalize their fears. By anticipating such 
fears and reassuring the patient early, some emotional 
complications may be avoided. 

2. When the physician is certain that a skin disease will 
not result in scarring, the patient should be reassured 
on this point, whether he raises the question or not. 
Again, the patient may be afraid to ask. When the 
physician anticipates scarring, the patient should be 
prepared for this gradually. If there is a good possi- 
bility that restorative measures will improve the cos- 
metic result, this point deserves all the emphasis that it 
can be given. 

Referring the patient to a cosmetician skilled in 
covering marks and scars is often advisable, since the 
patient may be embarrassed to take this step without 
the encouragement of the physician. Some patients 
develop a stoical complex of wearing their scars openly 
and bravely; but this attitude can seldom cover their 
inner unhappiness as successfully as a cosmetic 
preparation could. 

3. A useful technique for reassuring the patient with a 
cutaneous disorder is to emphasize how common his 
condition is. This helps to distract the patient from 
feeling set-apart, and even “untouchable.” It empha- 
sizes how much like other people he is, rather than 
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how different he is. Many patients with skin diseases 
urgently need this feeling of identification with other 
people. 

4. If a patient’s depression over a deforming disease of 
the skin ts steadily deepening, a psychiatric consultation 
should be obtained without delay. In such cases, the 
skin disease has usually aggravated more deeply seated 
emotional problems. 


Psychiatric Referral 


The problem of when and how to refer patients to a 
psychiatrist is one that often troubles physicians. The 
question of when to refer is answered in most cases if 
the following criteria are observed. 

1. Patients with major psychiatric disorders, such as 
psychoses, psychoneuroses and obvious character dis- 
orders, should be referred for psychiatric consultation 
in every case. 

2. Patients with chronic psychocutaneous disorders 
of several years’ duration usually require specialized 
psychotherapy by a psychiatrist. 

3. Patients who recognize and accept the role of 
emotional problems in their cutaneous disorders are 
usually good candidates for referral. 

4. Patients who deny the importance of emotional 
problems in their cutaneous disorders are usually not 
good candidates for referral. 

The problem of how to refer patients to a psychia- 
trist can best be solved by a frank, tactful and sincere 
discussion about the advisability of such a consultation. 
The physician who is himself uninformed and uneasy 
about psychiatrists, often communicates his own 
doubts to the patient. The physician who is moderately 
well acquainted with this specialty, and has some con- 
fidence in it, finds little difficulty in helping patients 
see the wisdom of psychiatric consultation. It is not 
good practice to refer a patient to a psychiatrist without 
explaining what the nature of the consultation will be. 


Individual Psychocutaneous Disorders 


ACAROPHOBIA AND DELUSION OF ParIsITosIS 


Acarophobia is a symptom, not a disease. It is 
usually a symptom of a psychoneurotic reaction of the 
type called anxiety-hysteria. It is not basically a 
cutaneous disorder, but a symptom of psychoneurosis. 
The term acarophobia refers to an irrational fear of 
infestation by parasites; but even though the patient is 
obsessed with a fear of parasites, he does not falsely 
believe that he is infested. Dermatologic treatment is 
useless. Attempts to “talk the patient out of his fear” 
have no hope of success. Such patients should be re- 
ferred to psychiatrists. 
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Delusion of parisitosis is also a symptom. In this 
case, it is almost invariably a symptom of psychosis. 
The patient has the false idea (delusion) that he is 
infested with parasites, and may even be able to see and 
feel the parasites which are not there (hallucinations). 
Usually, the psychotic reaction is either toxic in origin 
or is a paranoid schizophrenic reaction. Psychotherapy 
should not be attempted by the physician in these cases, 
and referral to a psychiatrist is always indicated. 
Dermatologic treatment, and attempts to convince the 
patient that he is not infested, are useless. 


Dermatitis ARTEFACTA 


This diagnosis refers to a cutaneous disorder that 
has been self-inflicted by the patient. The term “derma- 
titis factitia” is sometimes used (Figure I). The lesions 
themselves tend to have bizarre and somewhat geo- 
metric configurations, which often make it possible to 
diagnose this psychocutaneous disorder on the basis 
of the dermatologic findings alone. One finds self- 
inflicted lesions, most commonly, in patients of two 
psychopathologic categories: (1) the hysterical per- 
sonality, in which bland indifference to the symptom 
is classically seen, and in which the patient is amnesic 
about the self-infliction; (2) the psychopathic per- 
sonality, who usually has a long history of acting out 
his resentments. 

In these cases, the self-infliction is a form of malin- 
gering; the patient consciously and purposefully pro- 
duces a lesion of the skin as a way of accomplishing 
some end. Some physicians are intolerant of these 
patients. However, this attitude is unnecessary if one 
realizes how emotionally disturbed a person must be 
who resorts to such an extreme form of behavior. 
Confronting the patient with his deception is seldom 
successful. Most of these patients require referral to a 
psychiatrist. 


Prurirus Ani, VuLVAE, SCROTI ET PERINEI 


In many of these cases scratching, rather than itch- 
ing, is the primary problem. However, it does no good 
merely to tell the patient he must stop scratching. 
Scratching in these patients appears to be a mechanism 
for discharging emotional tension through rhythmic 
muscular activity. What the patient describes as 
“maddening itching” is frequently found to be the 
tantalizing, voluptuous sensations arising from excoria- 
tion of the genital region. 

These conditions are commonly associated with un- 
conscious conflicts about bisexuality. Dermatologic 
treatment, to provide some measure of symptomatic 
relief, is a virtual and practical necessity in almost every 
case. Psychotherapy is often a very important factor in 
bringing about remission of an attack. 
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CIRCUMSCRIBED NEURODERMATITIS 


This psychocutaneous disorder is usually a result of 
suppressed anger and resentment, which have found 
muscular outlet in the form of scratching (Figure 2). 
The cutaneous changes of lichenification probably 
represent no more than “callous formation,” due to 
prolonged friction of the same skin area. It is ap- 
parently true, however, that typical lichenification 
develops in only certain types of skins. 

Psychotherapy is very helpful in circumscribed 
neurodermatitis. Local treatment of the lichenified 
plaque is not usually necessary, except as a way of 
emphasizing the medical setting in which psycho- 
therapy is conducted. 


DISSEMINATED NEURODERMATITIS 


This condition, which is widely accepted as a fertile 
field for the implantation of emotional problems, is 
believed to be a cutaneous-allergic manifestation of 
constitutional atopy (Figures 3, 4 and 5). Because the 
patient has often had the disorder since infancy, and 
since it has usually made his emotional adjustment 
difficult from the start, it is always a problem in this 
disease to differentiate emotional causes from effects. 
Nevertheless, even those psychologic disturbances that 
are effects of the cutaneous disorder seem to take on a 
causal role in aggravating the condition. 

Patients with this chronic, disfiguring disease be- 
come resentful as time goes on and feel frustrated again 
and again in their relationships with people. Most of 
them have particular emotional difficulty in their rela- 
tionships with maternal figures in their lives. They 
require so much emotional support, which their 
spouses can go on giving for only so long, that they 
often have fairly stormy marital problems. 

Psychotherapy can help to achieve some degree of 
remission. A number of interviews are usually neces- 
sary before the patient develops enough confidence in 
the doctor to feel safe from rejection. Afier this, the 
patient usually begins to derive support, confidence 
and encouragement from the doctor’s unwavering ac- 
ceptance of him as a person. Simultaneous dermatologic 
treatment is not only indicated, but necessary. 

Some of these patients, as a result of their psycho- 
therapeutic relationship with the physician, eventually 
want intensive psychotherapy by a specialist. Some 
evidence suggests that this condition may be curable 
with psychoanalytic therapy, so referral of those pa- 
tients desiring such treatment is indicated. 


ExuDATIVE NEURODERMATITIS 


Some cases of the notoriously chronic eczematous 
hand eruptions may belong in this category. In the few 
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cases that have been studied psychiatrically, emotional 
factors were at least partially responsible for producig 
the disease. Not enough is yet known about the nature 
of psychogenesis in these cases to make broad state- 
ments possible. Along with the usual dermatologic 
methods employed in such cases, a psychotherapeut ic 
approach deserves a trial. 


Neurotic ExcorIaTIONS 


The habit of digging out pieces of the skin is, for all 
practical purposes, a “tic” in patients with neurotic 
excoriations (Figures 6 and 7). This condition is often 
found associated with circumscribed neurodermatitis, 
and the psychodynamics of the two conditions are 
similar. 

HYPERHIDROSIS 


This condition usually represents a vegetative ac- 
companiment of chronic, unresolved emotional ten- 
sion (Figure 8). Psychotherapy may prove helpful, if 
the duration of the disorder is not too long. In those 
cases with lifelong hyperhidrosis, psychotherapy will 
probably fail; but intensive psychotherapy by a psychi- 
atrist is worth considering if the patient is genuinely 
interested in such treatment. 


AREATA 


The nature of emotional problems in patients with 
this disorder is not known. Some evidence suggests a 
connection between emotional disturbances and the 
onset of alopecia areata; but such a correlation remains 
purely hypothetical. 

In children with this disease, psychotherapy should 
not be attempted by the nonpsychiatrist. The psycho- 
therapy of children should be left to specialists in child 
psychiatry. 

Patients with extensive alopecia areata, and resistant 
cases of alopecia totalis, should be considered for a 
trial of psychotherapy by the physician or by a psychi- 
atrist. Because of the emotional repercussions of this 
disfiguring disease, referral to a wig-maker is called 
for in almost every case. 


Curonic URTICARIA 


Some cases of chronic urticaria appear to be psycho- 
genic in origin (Figure 9). The patients are usually 
attached to their mothers, or to a mother-substitute, 
and develop hives whenever this relationship is frus- 
trated in any way. Their need for love, and especially 
mother-love, is so great that they can never be com- 
pletely satisfied, making them ever-vulnerable to frus- 
tration. Unsatisfied cravings for love arouse anger and 
resentment, with intensification of the need for love. 

Psychotherapy will sometimes bring about remission 
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of a prolonged attack of psychogenic urticaria. Simul- 
tancous dermatologic and general medical measures 
are often not as necessary in this condition as in cer- 
tain others, since the discomfort is frequently less. 


RosACEA 


In psychogenic rosacea, the patient flushes with 
anger and blushes with shame (Figure 10). The fact 
that he represses these feelings is all the more reason 
for florid vegetative expression of the pent-up emo- 
tions. 

Psychotherapy by the physician can often help to 
reduce the psychocutaneous reaction. Local treatment 
of the skin, in association with the psychotherapeutic 
approach, is very necessary. 


LicHEN PLANUS 


Unlike patients with neurodermatit's, who are char- 
acteristically poker-faced and unexpressive of their 
feelings, most patients with lichen planus are obviously 
tense and anxious (Figures 11 and 12). In the few 
cases of lichen planus that have been studied psychi- 
atrically, sexual problems appeared to play a prominent 
role in disturbing the patients emotionally. These 
problems had to do with sexual incompatibility be- 
tween marital partners, guilt about masturbation and 
conditions of being sexually aroused without having 
the opportunity or ability to satisfy these desires. 


Emotional disturbances of this kind are often very 
amenable to psychotherapy. Following a preliminary 
period of several interviews, in which the patient’s 
confidence is gained, an essentially counseling tech- 
nique is used. Symptomatic dermatologic treatment 
may be necessary, depending upon the severity of the 
pruritus. 


Illustrative Case Histories 


Case 1. A 33-year-old married woman consulted a 
physician because of dermatitis in the antecubital 
spaces, which had been present for five months. She 


had never had a cutaneous eruption prior to the pres-_ 


ent illness. 

Examination revealed an eczematous, scaling, mod- 
erately lichenified eruption of both antecubital spaces. 
Itching was worse at night, and she often awakened 
scratching. Previous treatment had consisted of elim- 
ination diets, use of compresses, superficial x-ray 
therapy, administration of vitamin Bj, and various 
local applications. Scratch and patch tests had been 
done but had revealed no positive reactions. 

Except for the cutaneous symptoms, the system re- 
view was noncontributory. The past personal history 
revealed that her social, educational, sexual and marital 
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adjustment had been relatively good. Evidence ob- 
tained in the personal history suggested that a current 
situational conflict may have been responsible for the 
onset of her cutaneous disorder. This conflict con- 
cerned her mother, who had always dominated her, 
and who had come to live at her home. The patient 
was happily married and had two children of her own. 
She silently resented the mother’s intrusion, in her 
family but was unable to express feelings of anger when 
her mother interfered in the management of the chil- 
dren and home. She felt guilty and ashamed about 
hostility toward her mother, considering these feelings 
disloyal and disrespectful. 

Since the duration of the present illness was not very 
long, and because the past personal history revealed 
evidence of relatively good emotional adjustment, the 
physician tried to help the patient with her current 
problems by psychotherapeutic interviews. First, he 
explained in common sense terms how emotional ten- 
sion frequently plays a role in physical illness. He then 
asked the patient whether she would be interested in 
talking to him about her problems. Possibly together 
they could work out ways of reducing her tensions. 
She seemed pleased by the physician’s interest in her 
and her problems. She said that she had wondered 
from the outset of her illness whether. the condition 
might be due to emotional upsets. She had asked 
previous doctors about this possibility; but they had 
minimized the importance of emotional factors, insist- 
ing that her cutaneous disorder was caused by aller- 
genic foods, or contactants, or vitamin deficiency or 
infectious agents. 

Three interviews were spent in discussing the pa- 
tient’s feelings about current problems—principally, 
conflicts about her mother’s presence in the house- 
hold. By the time she returned for her next interview, 
she had already discussed the matter with her mother, 
and they had agreed that it would be best for the 
mother to return to her own home. They remained 
on cordial terms, and the patient was relieved that it 
had been possible to work out a solution so amicably. 
She was grateful to the physician for taking time to 
help her with this problem. She doubted that she 
would have been able to face it realistically without 
his help. The cutaneous disorder disappeared promptly 
and did not recur. 

Case 2. A 39-year-old man consulted a physician 
because of an excoriated, scaling, lichenified eruption 
of the forearms, neck and face, which had been present 
since the age of 18 years. Many doctors had treated 
him without success. Since every other therapeutic 
approach had failed, and because the present physician 
detected evidence of emotional tension, a past per- 
sonal history was obtained. 
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The personal history revealed that the patient’s 
illness had begun shortly after his father’s death, and 
that he had never fully recovered emotionally from the 
loss of either parent. He had worked very hard, literally 
driving himself to excel in his occupation as a sales- 
man, and had shown considerable capacity for as- 
suming responsibility in his work and marriage. His 
social adjustment was also found to be relatively good, 
although here, too, he tended to be overly ambitious 
and driving. 

The physician realized that the psychologic prob- 
lems in this patient were not merely current, but 
longstanding and that, ideally, he should be treated 
psychotherapeutically by a psychiatrist. The patient, 
however, categorically refused to consult a psychia- 
trist, although he accepted the importance of emo- 
tional factors in his skin disease. 

While continuing to treat the patient dermatologi- 
cally, the physician attempted to help him by means of 
a sympathetic, encouraging psychotherapeutic ap- 
proach, which involved talks with the patient each 
time he came to the office. For a time, it seemed that 
the patient might become inseparably dependent upon 
the physician; and at one point during the treatment 
period, mild asthmatic attacks developed when the 
patient felt anxious about the possibility of the treat- 
ment being terminated. Gradually, the patient de- 
veloped more confidence and independence, and was 
able to get along satisfactorily with one appointment 
a month. His cutaneous disorder disappeared coin- 
cident with his ability to carry on independently of the 
physician. He still came occasionally to see the physi- 
cian for talks when he felt discouraged, but otherwise 
made a relatively good life adjustment without further 
psychosomatic illness. 

Case 3. A physician was consulted by a 45-year-old 
pharmacist, who had developed a plaque of circum- 
scribed neurodermatitis on the mesial aspect of the 
right ankle four years previously. The past personal 
history revealed relatively good social, sexual and oc- 
cupational adjustment. However, it was found that the 
onset of his cutaneous disorder had been associated 
with a period of marked family tension. He had mar- 
ried a woman of different religious faith than his own 
and had been ostracized by his family because of this. 
His wife subsequently became psychotic; and during a 
considerable part of her illness, he nursed her him- 
self. He had lost his business during this period of 
difficulty. His family had made life more miserable by 
taunting him that these troubles were proof of his 
foolishness in marrying outside the family faith. In 
spite of the many problems he had to contend with, he 
continued to carry on in a responsible and courageous 
manner. 
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The physician decided to use psychotherapy, |e- 
cause of the not-too-long-standing nature of the pa- 
tient’s illness, the evidence of good potential for ma- 
ture adjustment, and the primarily current and situa- 
tional nature of his emotional problems. In addition, 
the type of psychocutaneous disorder in this patient 
was one that can frequently be handled psychothera- 
peutically by physicians without specialized psychiat- 
ric training. 

Seven interviews were spent in discussing the pa- 
tient’s current problems and his feelings about these 
problems. Gradually, he was able to express consider- 
able feeling of resentment toward his family for their 
unkind behavior toward him. He also overcame some 
of the shame and guilt he felt about his wife’s illness. 
By the fifth interview, his skin condition was on the 
wane, following a brief initial period in which it had 
been moderately aggravated by the therapy. At the end 
of seven interviews, the patient’s skin was clear, and re- 
mained so during the following year. He stopped in to 
see the physician several months later to express grati- 
tude, and to convey the good news that his wife had 
recovered from her illness and that his family had 
finally accepted their marriage. 

Case 4. A 43-year-old married woman consulted a 
physician because of chronic urticaria, which she had 
had for six months. One year previously she had un- 
dergone hysterectomy and was currently receiving in- 
jections for menopausal symptoms. All the usual forms 
of treatment for urticaria had been exhausted by pre- 
vious physicians, including dermatologic specialists. 

The past personal history revealed relatively good 
life adjustment, except for divorce from her first hus- 
band and a brief “nervous breakdown” at the time of 
the divorce. She had remarried, but had never quite 
recovered from the separation from her first husband. 
She was unable to discuss this during the personal 
history. 

Because her illness was of relatively short duration, 
and her psychologic problems appeared to be recent 
in origin, the physician decided to use therapeutic 
interviewing. Initially, the patient was constricted and 
distant during the interviews; but as time went on she 
became more relaxed and expressed confidence in the 
physician. She appeared to be burdened by some 
difficult problem that she could not bring herself to 
tell. The physician had the impression that she was 
constantly on the verge of weeping but always choked 
back the tears. 

Without putting pressure on the patient to talk 
about her burdensome problems, the doctor gave her 
time to feel comfortable enough to discuss it spontan- 
eously. Eventually, she told the details of her divorce 
from her first husband. This had been a very disturb- 
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ing period of wrangling over custody of their children. 
Her husband had managed to obtain legal custody of 
the children because of her mental illness at that time. 
As she recounted these incidents, the patient wept for 
the first time since the separation had occurred. After 


his help, and told him that the children had been re- 
turned to her. 


The author is indebted to Dr. James S. Gosman, of Indianapolis, 
for his help in preparing these illustrative case histories, and for 


providing photographs for the text. 


this interview, her hives disappeared and did not re- 
turn. Some time after treatment had been terminated, 


dips A coupon for ordering bibliography accompanying this article 
she phoned the physician to express her gratitude for 


may be found adjacent to or near the Index to Advertisers. 


Healthy, Wealthy 
and Wise 


In THE CouRSE of the last seven years the appropriations voted by Congress for the National 
Institutes of Health at Bethesda, Md., have increased fivefold, and in each of those years 
the appropriation voted by Congress has exceeded the amount recommended by the adminis- 
tration. The 1959 money bill for the Departments of Labor and of Health, Education and 
Welfare increases the amount allocated to NIH, excluding that for construction, from the 
$211.2 million recommended by the administration, which also happens to be the amount 
appropriated by Congress for fiscal year 1958, to $294.4 million—an increase of 39 per cent. 
In the preceding years the increase in appropriations over recommendations has varied from 
7 per cent to 44 per cent. With Congress each year topping the administration, but in widely 
fluctuating amounts, two questions arise: Upon what kind of thinking is Congress basing its 
actions ? And what can the Administration do to ensure that its budget represents an evalu- 
ation, both correct and convincing, of the needs of NIH? 

Besides the research conducted within its walls, the National Institutes of Health adminis- 
ters through a system of advisory panels a large program of research grants. One of the argu- 
ments for increasing funds that was used this year by the Senate Committee on Appropria- 
tions, as set forth in its report, bears on this program. The committee examined the research 
grants program for each of the seven institutes as well as for General Research and Service. 
It found in each case a good number of “approved grants for which there were no funds to 
provide support.” After castigating the administration for persisting in recommending 
insufficient budgets, the committee introduced substantial increases down the line. 

How much understanding does this examination of the research grant programs show of 
the procedures generally followed by scientific advisory panels? When faced with a pile 
of research proposals, such panels generally first separate those proposals that offer some 
possibilities from those that do not. Then the panel assigns an order of priority to the propos- 
als that are approved, and these are financed off the top as far down as the funds go. This is 
a perfectly legitimate way for a panel to conduct its business, but it can have misleading 
implications. From the fact that some approved grants on a given list lack funds, it does not 
follow that if more money is to be made available to the scientific enterprise, this money must 
be used to complete the financing of that particular list. On the contrary, it may well be that 
the additional money should go to other lists oz that new lists in other categories should be 
compiled. 

What can the administration on its part do to increase the chances that its budget ex- 
presses, and expresses convincingly, the sums that the various activities of NIH can best 
absorb? One suggestion is offered in a recent report on “The Advancement of Medical 
Research and Education,” which was prepared by a board of scientific and administrative 
consultants for the Department of Health, Education and Welfare. The report simply calls 
for the administration to produce a long-range plan for expanding NIH facilities. It recom- 
mends that: ‘‘A long-range policy for NIH be worked out promptly as an essential basis for 
the establishment of sound budgets for the organization.” Whatever those budgets should be, 
it is clear that the chances of arriving at the most advantageous figures will be better if deci- 
sions are based upon solid information and foresight. To produce a substantial medical 
research program requires not only a lot of money but considerable wisdom in its spending. 

—J.T.., Science, 128 :443, 1958. 
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_ Postadenotonsillectomy 
| Home Care 


JOHN B. GREGG, M. D. 
Sioux Falls, South Dakota 


All sorts of questions arise in’ the minds of 
| parents during convalescence of their child 
after tonsillectomy. Many of these questions 
lead to telephone inquiries cr to needless 
worry. The worry and the questions can be 
largely forestalled if the ward nurse pro- 
parents with printed instructions 
about home care during this postoperative 
perwd. The instruction sheet can be modi- 
fred to suit the needs of all persons con- 
cerned—surgeon, patient and parents. 


ALTHOUGH THE INDICATIONS for the procedure are in 
doubt— sometimes even in dispute—surgical removal 
of the tonsils and adenoids is still one of the commonest 
operations. Although the operation is usually classed 
as minor and insignificant, the aftermath, from the 
patient’s standpoint, is usually that of a major disabil- 
ity. In general, the postoperative course in children is 
less distressing than in adults. However, occasionally 
the recovery in children is protracted and uncom- 
fortable. This leads to consternation on the part of the 
parents and eventually to repeated, time-consuming 
telephone calls to the surgeon. In most instances these 
calls are about common and insignificant matters that 
are self-resolving with time. Yet the fears of the parents 
must be quieted. 

Such needless calls can be forestalled quite often by 
preoperative discussions with the parents or by post- 
operative suggestions. However, in the pre- and post- 
surgical period, the child’s parents are often under 
considerable emotional tension. So it is questionable 
how much of the discussion about care of the child is 
actually assimilated. This is especially true in persons 
of borderline mentality. 


Printed Instructions for Parents 


To help bridge the troublesome postoperative 
adenotonsillectomy period and to promote better pa- 
tient-physician relationship, it is the practice in some 
hospitals and clinics to provide instructicn sheets for 
the parents. These sheets usually give simple advice 
about diet, activity, sedation and general care. In the 
past it had been the policy to use a very brief instruc- 
tion sheet in the two Sioux Falls hospitals. However, 
these had proved inadequate and did not fulfill the in- 
tended purpose. Therefore, in 1955, the posttonsil- 
lectomy sheet was revamped, attempting to answer the 
majority of questions that had been asked often, 
personally or by telephone, by the parents during the 
postoperative period. This sheet was evaluated, in use, 
over an 18-month period. At the end of that time, the 
reactions of the parents and the physicians using the 
sheets were tabulated. As a result of that survey, the 
instruction sheet was again modified, and the revised 
edition is now in use. It has proved most satisfactory 
to the physiciaas, the hospitals and the parents. 


The Questions that Arise 


To appraise the completeness of the instruction 
sheet, the parents of 150 postoperative children were 
carefully interviewed immediately after surgery and 
when the children were seen for follow-up examination 
two weeks after operation. At the time the children 
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were dismissed from the hospital, the parents had been 
instructed verbally by the surgeon about the home care 
and had been given the instruction sheet. Questions 
that were received by telephone from any of the parents 
were also tabulated. During the follow-up examination, 
the parents were asked whether the sheet satisfactorily 
answered the questions that did arise, whether they 
thought the sheet was complete, and whether there 
were any questions that arose at home not answered on 
the sheet. The parents were requested to discuss any 
problems pertaining to their child which appeared 
after surgery. 

The questions that were asked most frequently per- 
taining to home care of children after throat surgery 
were quite stereotyped (Table 1). They included in- 
quiries regarding diet, activity, sedation, use of aspirin, 
length of home confinement, time of return to school 
and treatment of throat pain. About 60 per cent of the 
children complained of earache between the second and 
the sixth days at home. This single complaint caused 
more concern to the parents than any other symptom. 
Occasionally a parent looked into the child’s throat 
and noted the yellow-grey membrane in the tonsillar 
fossa or noted a slightly fetid odor to the breath. Some 
parents were troubled by the salivation that often fol- 
lows such surgery. Many remarked about the lassitude 
and listlessness of the children at home. It also was 
noted that most children lost weight (Table 2). There- 
fore, in the revised home care sheet, an attempt was 
made to answer all of the commonly asked questions 
as completely and concisely as possible and yet to pro- 
vide an easily understood suggestion sheet. 


Revised Home Care Instruction Sheet 


During the period in which the sheet was evaluated, 
756 operations (adenotonsillectomy, adenoidectomy, 
tonsillectomy) were done in the McKennan and Sioux 
Valley Hospitals. The same sheet was used at both 
hospitals. At the end of the trial period, a detailed 
questionnaire was sent to the physicians comprising 
the staffs of the hospitals. Each was asked if he per- 
formed throat operations, the approximate number of 
adenotonsillar procedures he had done during the year, 
whether he had employed the sheet for home care of 
his patients, if the sheet had been helpful to the parents 
and had answered their questions, whether the total 
number of postoperative calls regarding the tonsillec- 
tomies had been cut down, and whether he approved 
of using the instruction sheet. ; 

Replies were received from 70 of the 79 physicians 
polled. Of this group, 23 were doing throat surgery. 
Replies from those who did throat surgery indicated 
that there was complete acceptance of the instruction 
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SUGGESTIONS FOR HOME CARE 
OF CHILDREN FOLLOWING TONSILLECTOMY 


Patient’s Name 


Activity: Rest at home for the first 48 hours is advisable. This does 
not mean absolute bed rest, but the activity should be definitely re- 
stricted. After the second day at home, activity can be increased 
gradually. 


Diet: Due to swelling in the throat, a child’s appetite will be poor for 
at least five to six days after returning home. It is unwise to “push” 
food or liquids because this only leads to vomiting. Liquids, jello, 
custards, or any very soft food, taken in small quantities are usually 
well tolerated. Frequent small feedings rather than large quantities 
of food or liquids are best. The diet can be increased as desired. Pop, 
Seven-Up, etc. frequently are taken well, but should be given in small 
amounts because larger quantities of carbonated beverages often cause 
an upset stomach. Weak green tea with milk and sugar often tastes 
good and makes the throat feel better. 

Sedation: Children will often be listless and lacking in pep until 
about the fifth to sixth postoperative day. They often are restless at 
night and sleep fitfully for several days. Alter this tume they usually 
return to normal gradually. Throat soreness will be relieved by cool 
compresses or an ice collar to the neck, sucking ice chips, chewing 
Aspergum, or by aspirin, the dosage (amount) written in the space at 
the bottom of this page. Between the second and sixth postoperative 
days, the child may complain of an earache. This is not an ear infec- 
tion but is a referred pain from the throat, which is swollen following 
the removal of the tonsils. It is best treaced by a hot water bottle to 
the ear, warm olive oil or sweet oil in the ear, and by use of aspirin. 


General: A yellow-white membrane will form in the throat where the 
tonsils were removed. Due to the membrane there may be some odor 
to the breath. This goes away when the throat heals. There may be 
much saliva in the child’s mouth for several days, causing him to spit 
frequently and to cough. This will go away gradually. Due to lack of 
food intake, there may be slight constipation for several days. This 
usually disappears when the normal diet is resumed. It is wise to 
avoid colds and upper respiratory infections in the postoperative 
period. Keep visitors with colds away from the child during this time. 
Mouth washes and gargles should be avoided. 


The child should be kept inside until the . . . . day. 
day it is permissible to return to school: 
Check-up examination should be made in the doctor’s office . . . . 


If any of the following occur, call the doctor: 
1. Bleeding 

2. Persistent fever 

3. Persistent vomiting 


4. Persistent cough 


oval 
nest 
sed 
nis 
ally 
om- 
the 
ing 
hat 
nts 
by 
ost- 
der : 
ble ; 
ons 5 
ive 
pa- 
me q 
for ; 
ice 
the | 
uc- 
er, i 
: 
sil- 
he 
se, 
on 
re 
nd 
93 | 
4 
% 


Via At 2-week 
Telephone Postoperative Visit 


Number Per Cent Number Per Cent 


27 18.0 
17 11.0 
21 14.0 
19 12.7 
14 9.3 
10.6 

3.3 


8. Fetid odor to breath 1 LS 


9. Weight loss 
10. Listlessness, malaise 
11, Salivation 
12. Nasal quality of voice 
13. Reflux of fluid into nose upon swallowing 


Table 1. 


sheet. Comments and suggested changes in the in- _ tion with the parents proved to be a time-saving 
struction sheet received with the questionnaire were mechanism and resulted in better understanding be- 
incorporated into the revision (Figure 1). Replies from _ tween all parties concerned. The postoperative instruc- 
the physicians who did not do throat surgery indicated _ tion sheet also allowed the physician greater freedom 
a favorable reaction to the idea. in making rounds. If the parents were not present for 
The pediatric nursing supervisors at both hospitals _ instructions when postoperative morning rounds were 
reported that they received fewer telephone calls from _in progress, the sheet was available and served the 
perplexed mothers regarding the care of the children _ purpose of communication. 
after they left the hospitals. This mode of communica- A posttonsillectomy sheet such as that described 
here can be used in any community or any hospital. 
Table 2. Regional and individual preferences of the surgeons 
can be inserted. Blank spaces for the patient’s name, 
sedation dosage, time of house confinement, return to 
school and check-up examination and special instruc- 
tions should be included so that each surgeon may 
indicate his preference. The sheet itself can easily be 
mimeographed by the hospital record office, and sup- 
plies of the sheet can be kept on the surgery ward. If 
the nursing staff is so instructed, the sheets can auto- 
‘Toe ts: ibees pool : matically be inserted into the chart of any child to 
: © undergo tonsillectomy. Only a few notations by the 
Three to four pounds : » physician on the sheet are needed to complete it. The 
Four to five pounds : = sheet can be given to the parents of the postoperative 
child either by the physician himself or by the ward 
nurses. It helps to simplify the care of children who 
undergo throat surgery. 


WEIGHT LOSS 
IN THE POSTADENCTOMNSILLECTOMY PERIOD 


One to two pounds 


Five to six pounds 
Six to seven pounds 
Seven to eight pounds 
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eo a QUESTIONS ASKED AND PROBLEMS PRESENTED BY PARENTS 
| 
Immediately 
‘he Postoperative 
1, Postoperative None 64 42.5 
4. Sedation, aspirm dosage.................. 33 22.0 None 
Time of return to school.................. 24 16.0 None 
"7, Membrane in throat... None li 
Name 18 12.0 24 160 | 
yi 
| 
| 
Eight to nine 1 6 
Not known. isin 18 12.3 : 
Totals 150 100.0 


Undescended testicle is basically a surgical problem. 

With bilateral cryptorchidism, sexuality is normal but fertility 

is unlikely. With the unilateral variety, both sexuality and fertility 
are normal. Surgical treatment should be accomplished 

in the preschool age, should include repair of the hernia 

that is almost always an associated feature. Overlying the problem 

is the fact that the incidence of cancer is greater 

in undescended testicles than in those that descend normally. 


Undescended Testicles 


WILLIAM B. KIESEWETTER, M.D. 


Surgeon-in-Chief 


Children’s Hospital of Pittsburgh 
Pittsburgh, Pennsylvania 


Few susJECTS evoke so much controversy and emo- 
tional response as the topic of the undescended tes- 
ticle. This appears to be true because for many years 
there was standard advice given to parents who had 
children suffering from this condition; now that there 
seems to be some evidence that this advice should be 
modified, there is the usual reaction against the “new 
thoughts.” 

Formerly, parents were told that their child should 
have nothing done for this anatomic and embryologic 
abnormality until just before puberty, at which time 
he should be subjected to a course of hormone shots. 
If these were unsuccessful, he should then have sur- 
gical correction. 

This line of thinking is midway between two re- 
cently expressed opinions. At one extreme, some 
physicians state that no testicle should be subjected to 
orchidopexy because they all come down sooner or 
later; at the other extreme, is the experience of a grow- 
ing number of men who are operating on these children 
in the preschool age group and obtaining very satis- 
factory results. 

The problem of cryptorchidism will be presented as 
logically as possible so that some honest conclusions 
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may be drawn as to the type of advice parents should 
receive. Admittedly, I belong to the group who espouse 
preschool surgery, but wherein possible I will present 
both sides of the question under discussion. 

It is important in any consideration of an unde- 
scended testicle to be sure that everyone concerned 
is discussing the same entity. There has been some 
doubt cast upon the findings of some workers who re- 
port a high incidence of spontaneous descent of the 
testicle. Those physicians who cast such doubts ques- 
tion whether these observers are reporting a certain 
percentage of “retracted” testicles which are not truly 
undescended. 

Because of the hyperactive cremasteric reflex present 
in the average child, it is possible for the testicle to be 
found, on any single examination, in the undescended 
position ; by repeated examinations such a “retracted” 
testicle can be returned to the low scrotum. These 
testicles are not a problem; they are a variant of a 
normal testicle and should not be cause for concern 
or surgery in any case. 

By an undescended testicle is meant the testicle 
that cannot by any type of manipulation be brought 
into the bottom of the scrotum. 


95 


| 
AR 
q 
| 
ing q 
be- 
uc- 
liom 
for : 
ere a 
the ; 
tal. 
ons 
ne, 
to 
ay 
be @ 
If 
to- ; 
to 
he 
he 
= 


Embryology ° 


Much of the thinking as to therapy in the problem 
of undescended testicles is based on the embryologic 
development of this organ. It would seem wise, there- 
fore, to review briefly the salient points in the normal 
descent. 

People are told by physicians that the normal em- 
bryologic descent of the testicle can take place at any 
time up to the age of puberty and therefore nothing 
should be done for the child until such time. Cthers 
believe that the important factor in the descent of the 
testicle in utero is the presence of gonadotropic hor- 
mones, and that therefore the administration of an- 
terior-pituitary-like hormones to the prepubertal child 
will bring his cryptorchid testicle down. The second 
opinion is hypothetic and cannot be proved. The first 
concept would seem to be at variance with the known 
facts of the embryology of the area. 

The normal male gonad is an organ that is formed 
retroperitoneally in the early weeks of pregnancy. An 
outpouching of the peritoneum, known as the tunica 
vaginalis, proceeds through the internal ring, along 
the inguinal canal, through the external ring and into 
the bottom of the scrotum. This outpouching acts as 
an opening wedge to provide a passageway through 
which the soon-to-follow testicle can proceed from the 
abdominal cavity to the bottom of the scrotum. After 
the descent of the testicle to the scrotum, the tunica 
vaginalis closes off, except for the portion right around 
the testicle, which becomes known as the tunica vagi- 
nalis testis. Under ordinary circumstances, this whole 
process has reached its completion by the time of 
birth, and there is no reason to believe that it should 
continue postnatally for a decade or more. 


Types of Undescended Testicles 


There are four types of testicular malposition which 
can be included in the term undescended testicle: (1) 
absent, (2) abdominal, (3) inguinal, (4) aberrant. 

Very few testicles are completely absent in the sense 
that an autopsy dissection would fail to produce any 
testicular tissue. However, it has been of interest to 
me, in reviewirg a group of more than 500 cases, to 
find that about 5 per cent of the testicles could not be 
found even with the benefit of a liberal retroperitoneal 
dissection. This does not preclude the possibility that 
they were present and not found but certainly raises a 
question as to whether they existed; even if present, 
it meant there was not much chance of successful 
orchidopexy. 

Another 10 per cent were present above the internal 
inguinal ring in the retroperitoneal tissues. This type 
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is fortunately not very common, because it does not 
carry the same hopeful prognosis as does an inguinal 
cryptorchidism. 

The common variety of the undescended testicle is 
present in about four out of five cases, actually con- 
stituting 82 per cent of the reviewed series. This is the 
testicle that lies between the internal ring and the ex- 
ternal ring in the inguinal canal, being most of the 
time palpable if careful examination is carried out. 

Finaliy, a small percentage of undescended testicles 
are actually aberrantly placed, because they have de- 
s: ended through the entire length of the inguinal canal 
and have merely failed to lodge in the lower part of the 
scrotum in normal fashion. They may be found in the 
suprapubic area, in the perineum, on the inner aspect 
of the thigh, or most commonly on top of the external 
oblique aponeurosis, having turned upward after leav- 
ing the external ring. 


Etiology 


Many causes have been advanced for cryptorchidism. 
None can be absolutely and finally proved and, of the 
four generally proposed factors, at least three have 
some basis in fact. 

The gubernaculum is most frequently implicated as 
the factor which causes nondescent. This is based on 
the fact that the gubernacular attachment to the tes- 
ticle is thought to be the primary method by which 
the testicle is mechanically dragged down into the 
lower scrotum by a shortening process of this anatomic 
structure. 

Two things appear to be wrong with the acceptance 
of this point of view. First of all, the amount of short- 
ening that the gubernaculum undergoes is very slight 
compared to the long distance that the testicle de- 
scends. It would appear that the growth of the body 
would be the factor rather than the shortening of the 
gubernaculum. Secondly, embryologists have not found 
a firm attachment of the gubernaculum at the scrotal 
end to exert traction upon the testicle itself. However, 
in spite of these objections, it does seem as though the 
shortening gubernaculum plays some part in the de- 
scent of the testicle, and lack of shortening may con- 
tribute to the undescended state. 

There are those who believe that retroperitoneal 
adhesions between the testicle and the peritoneum 
cause a certain number of testicles to remain unde- 
scended. Obviously, if only 10 to 15 per cent of tes 
ticles are abdominal in position, this does not account 
for the other 85 to 90 per cent of undescended testicles. 


Those who have studied the endocrine aspects of 


testicular descent believe that it is a basic dysfunction 
here that results in nondescent. No proof for or against 
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this point of view is available, inasmuch as one cannot 
ascertain the circulating blood levels of hormones in 
the developing embryo. However, the majority of those 
considering this problem believe that it is one of the 
less important factors in cryptorchidism. 

The final possibility, and the one that seems most 
appealing, is that of a simple, mechanical impedance 
to the descent of the testicle by one of two things. At 
the operating table one frequently encounters a fibrous 
plaque at the area of the external ring which is very 
difficult to pierce with the finger and certainly could 
not be passed by a descending testicle. Secondly, and 
certainly more commonly, there is a high incidence of 
herniation associated with this condition. If the tunica 
vaginalis does not go all the way down into the scrotum 
and therefore fails to close in normal fashion, the re- 
sultant hernia either wraps around the testicle or fails 
to open up the scrotum so that the testicle can descend 
normally into it. I have been impressed with the 
thought that this mechanical situation seems to play 
the major role in cryptorchidism. 


Problems Involved 


There are at least four basic problems in the child 
who has one or two undescended testicles—hernial, 
physiologic, psychologic and oncologic. 

As mentioned above, there is a high percentage of 
associated hernias in cryptorchidism. This in itself 
often creates symptomatic circumstances that require 
surgery. Not only is this true, but the hernia will fre- 
quently be impossible to repair without doing some- 
thing about the undescended testicle at the same time. 
Therefore, I have adopted the policy that if the hernia 
is symptomatic, surgery is undertaken for that cause, 
and the correction of the cryptorchidism is done at 
the same time. 


Processus vaginalis - 
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Physiologically, a child with one undescended tes- 
ticle has every expectation of being a perfectly normal 
male both as to sexuality and as to his ability to repro- 


- duce. However, parents who come into the office with 


a child suffering from this condition are in much need 
of reassurance on those points. In the child with bi- 
lateral cryptorchidism, one has to distinguish between 
the sexual function and the reproductive function. 
This child, with both testicles undescended but pres- 
ent, will have a normal sexual maturation and libido. 
However, when it comes to reproduction, he probably 
has less than a 10 per cent chance of being fertile. One 
must therefore lay this situation in front of the family 
honestly and fairly. 

There are a number of psychologic aspects to the 
problems of the cryptorchid child. The first of these 
is usually present in the minds of the parents. They 
are afraid that one or both testicles being undescended 
will lead to some type of sexual perversion. Reassur- 
ance to them on this point will erase this concern quite 
easily. Of more importance is the fact that the child 
suffering from this condition will often be the butt of 
snide and caustic remarks by his confreres. Some out- 
going children solve this problem once and for all with 
aggressive physical retaliation and seldom run into it 
more than once. However, a child with a retiring na- 
ture may have real difficulties because of ridicule. 
While this is not a reason for undertaking surgery, it 
is certainly a consideration in assessing the over-all 
situation. 

Seldom is a patient brought to my office with an un- 
descended testicle that the question is not raised by 
the parents as to whether he is going to have a “can- 
cer.” There is no disputing the fact that there is ample 
evidence that the incidence of carcinoma in undescend- 
ed testicles is from ten to 50 times greater than it is in 
the normally placed testicle; but even at the extreme 
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of this increased incidence, the actual number of car- 
cinomas of the testicle in the male population is quite 
small. Therefore, it has always seemed fair to speak 
practically about this to parents and not to hang the 
*‘Damocletian sword of malignancy” over the parents 
and child. It is necessary to speak honestly to parents 
of the possibility of increased incidence but not to use 
it as a means of forcing surgery on them. 


Controversial Aspects 


When one delves into the controversial aspects of 
cryptorchidism, he is on unsure ground. However, 
there do seem to be some points on which there is 
fairly general agreement and others on which there is 
almost complete disagreement. 


Points OF AGREEMENT 


There are at least four points on which most workers 
in this field have some agreement. Any child with a 
symptomatic hernia and an undescended testicle is a 
candidate for surgery on the basis of his hernia alone. 
As suggested above, we generally try to do an orchid- 
opexy at the same time. 

In recent years there has been considerable time and 
effort given by histologists to determining if there is 
any difference between the development of the normal 
testicle and that of its undescended mate. There seems 
to be indisputable evidence accumulating that a nor- 
mal testicle and an undescended testicle go along 
quite parallel up to the age of 5 or 6,at which time the 
undescended testicle definitely begins to lag behind in 
its developmental architecture. On the strength of 
this, those who suggest that the preschool age is the 
time of election for this type of surgery seem to be on 
fairly firm ground. 

As mentioned above, fertility in bilaterally unde- 


scended testicles is 10 per cent or less. When one is 
faced with such a child, it is of utmost importance to 
give him one or two scrotal testicles in order to in- 
prove his chances of fertility. Few accurate and large- 
scale statistics have been kept on bilaterally unde- 
scended testicles over a long enough period of time to 
know what the operative results are. Some figures on 
this point will be alluded to later in the paper. 

Finally, among the points of agreement, is that 
which was mentioned—the increased incidence of 
cancer in the cryptorchid testicle. This is factual evi- 
dence which hardly comes into the realm of debate 
because there is ample evidence to support this point 
of view. 


Points OF DIisAGREEMENT 


Looking at the divergence of opinion on the subject 
of cryptorchidism, there are four points that usually 
result in confusion and controversy when they are 
discussed. 

First of all, men will stoutly aver that a large number 
of testicles will spontaneously descend if nothing is 
done for them. As a surgeon, this is a difficult state- 
ment for me to controvert because I see only those 
that have failed to do so. However, it has been my im- 
pression as I have talked to numerous pediatricians 
that most of the case for spontaneous descent is 
second- and third-hand information. It is difficult to 
get a pediatrician to tell you of more than an isolated 
case in his own practice that has done so. It is because 
of this lack of valid information that we have so much 
controversy. 

Whereas the universal advice to parents in the past 
has been to delay the operation for undescended 
testicles, there is presently a definite trend toward 
earlier operation. More people now state that the older 
prepubertal operations should be supplanted by 
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earlier procedures. However, there are still vociferous 
advocates for late surgery. 

Endocrinologists, for a number of decades, have 
advocated the employment of anterior-pituitary-like 
hormones to try to bring down the testicle. This is 
based on the point of view that such hormones have 
some role to play in the descent of the testicle in utero. 
Increasingly, one is running into people who have 
employed this mode of therapy and become dis- 
couraged over it. Once again, a surgeon is not in a 
good position to judge the efficacy of hormones, be- 
cause he only sees those where it has failed. However, 
logically it does not seem that a unilateral undescended 
testicle (which accounts for five out of every six non- 
descents) could be due to the fact that there was 
enough hormone to bring one testicle down but not 
enough to bring both down. 

Finally, it has been the cry of some that early surgery 
would inevitably result in atrophy of a certain number 
of testicles. This has not proved true for those who do a 
large quantity of inguinal canal work and are well 
acquainted with the handling of small tissues. 

Not only are there a number of points of agreement 
and disagreement in this controversial field, but there 
are also quite a few facts that are, at best, uncertain. 

Some people believe the fact that a testicle is unde- 
scended may be due to an inherent abnormality of 
histology rather than the change of histology being 
due to nondescent. It is true that more testicles in the 
older age group are abnormal at the time of explora- 
tion; therefore, the abnormality might be blamed on 
the lack of normal position, but it does seem that more 
children have abnormal testicles than one would ex- 
pect simply on the basis of position. 

Closely related to the above-mentioned uncertainty 
is another regarding the relationship of malignancy 
and nondescent. Is the greater tendency to malignancy 


due to the inherent abnormality of the testicle as it 
develops, or is it the result simply of the position in 
which the testicie has lain for a period of time? Until 
we know more about malignancy in general, it does not 
seem likely that this question can be answered; but it 
does seem of considerable importance to be able to 
accumulate a large series of surgically descended 
testicles and see what the relationship of malignancy is 
in this group compared with a similar group that did 
not have the testicle placed in the scrotum. 

The role of hormones in the therapy of the unde- 
scended testicle has been accepted for a number of 
decades but has been coming into some question re- 
cently. There has been no evidence adduced that hor- 
mones and malignancy have any relationship, but 
there has been postulation that the hormones may 
have an effect upon the fertility of the testicle. There 
is some work underway to try to come to some conclu- 
sions about this. If there is any suspicion of this inter- 
relationship, it should be added as one more factor 
against use of hormones in cryptorchidism. 


Surgical Considerations 


It is not within the scope of this paper to discus 
technical details of surgery as applied to undescende _ 
testicles, but certain considerations are important to 
all who play a part in the care of these patients. 

The success of any type of surgical correction for an 
undescended testicle depends upon a number of fac- 
tors, among them the histology and size of the testicle 
at the time of surgery. If the testicle is small, partially 
atrophic and underdeveloped, the simple placement of 
it in the scrotum is not going to work a miracle of 
change in its architecture. For this reason, biopsy of 
the testicle and gross evaluation of its size and con- 
sistency are routinely carried out at surgery. 
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Secondly, the simple placement of the testicle in the 
scrotum is dependent largely upon the length of the 
vascular supply of the testicle. This is the main factor 
that compromises an adequate placement low in the 
scrotum. Very occasionally, the vas deferens may be 
the short factor, but almost exclusively the blood 
supply is at fault if there is any limitation. In con- 
junction with such limitation, it may be mentioned 
that as experience increases, one finds thet the younger 
patients, while having smaller amount of blood supply, 
have longer blood vessels than do the patients in the 
prepubertal group. For this reason, orchidopexy 
should be undertaken in the preschool age child. 

A corollary concern in the placement of the testicle 
in the scrotum is the position of the testicle at the 
start of the operation. The placement in the scrotum 
is directly related to the distance it has to be moved. 
Therefore, the higher the testicle to start with, the less 
likely is one to have a good result. It is of utmost im- 
portance to have an adequate-sized and well-opened 
scrotum in order to place the mobilized testicle in its 
new position. To open the scrotum directly and place 
the testicle subcutaneously has yielded far better re- 
sults than to try to invert the scrotum and work 
through the inguinal canal alone. 

Finally, the standard operation that has been per- 
formed by most surgeons for this condition has been 
the two-stage Torek procedure, in which the testicle is 
sewed to the inner aspect of the thigh and the skin of 
the thigh closed around it at the first stage; a take- 
down of this attachment is the second procedure. 
There has been serious doubt cast upon the wisdom of 
using this technique. Biopsy studies after surgery 
show that spermatogenesis is seriously interfered with 
in a high percentage of cases. Several workers have ex- 
pressed the opinion that it is a procedure that should 
be abandoned. While not feeling quite so strongly 
about this, I do believe that the Torek operation is less 
desirable than the procedure wherein there is an ample 
retroperitoneal dissection and freeing up of the cord 
so as to get maximum length from it, followed by 
traction on rubber tension for one week after surgery. 


BILATERAL CRYPTORCHIDISM 


This is the crucial group in which the results must 
be assessed carefully, because failure to produce good 
results in this group will also lessen or eliminate the 
child’s chances for reproductivity as an adult. It has 
been gratifying to hear the results quoted by Gross in a 
group of 38 patients who were followed ten years or 
more after bilateral orchidopexy. Seventy-nine per 
cent of those were found to be fertile, the fertility in 
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most cases being proved by the fact that they had 
children. This is to be compared with the less than 
10 per cent fertility in unoperated bilateral unce- 
scended testicles. 


UNILATERAL CRYPTORCHIDISM 


Experience in this has no such final criterion of 
proof because a single normal testicle is usually more 
than adequate to meet sexual and reproductive needs, 
However, in the previously mentioned group of almost 
500 testicles, five out of six of these were of the uni- 
lateral variety, and results as far as placement and size 
of the testicle were concerned have been satisfactory in 
at least 75 per cent of the operations. 


Parental Advice 


BILATERAL CRYPTORCHIDISM 


A. Sexuality 
This will be normal. 

B. Fertility 
This will be low or absent. 

C. Time of operation 
This should be done, at least on one side, in the 
preschool age. 

D. Prognosis 
This depends upon (1) condition of testicle, (2) 
position of testicle, (3) length of blood supply to 
testicle. 

E. Malignancy 
Speak honestly on this fact but play it down as to 
practical significance. 

F. Associated hernia 
There is a high incidence of association which can 


be and should be repaired at orchidopexy. 


UNILATERAL CRYPTORCHIDISM 


A. Sexuality 
This will be normal. 

B. Fertility 
This will be normal. 

C. Time of operation 
Orchidopexy should be done in the preschool 
age group. 

D. Prognosis 
This depends upon (1) condition of the testicle, 
(2) position of the testicle, (3) length of blood 
supply to testicle. 

E. Malignancy 
Speak honestly on this fact but play it down as to 
practical significance. 

F. Associated hernia 
There is a high incidence of association which can 
be and should be repaired at orchidopexy. 
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When the effect of an antianginal agent is being evaluated, 
various errors readily enter. During initial association 

between patient and physician—the ‘rapport period’’— 
improvements often result because of purely psychical factors. 

If results of therapy are presented as ““per cent improvement, ”’ 

the whole picture may be misleading. 

cent improvement”? is a mathematical device obtained by 
dividing the decrease in frequency of daily attacks of angina 

by the initial number of attacks and multiplying the quotient by 100. 
Since this figure is only a ratio, it does not accurately measure 


the effectiveness of an antianginal agent. 


Assay of Antianginal Agents, Ill: Per Cent Improvement 


GEORGE C. GRIFFITH, M.D., SEYMOUR L. COLE, M.D. AND HARRY KAYE, M.D. 


University of Southern California School of Medicine 
Los Angeles, California 


Decrease in the frequency of attacks of chest pain is 
a measurement of the effectiveness of an antianginal 
agent. In the literature, value is repeatedly attached to 
decrease in frequency of anginal attacks expressed as 
“per cent improvement.” It is the purpose of this 
report to assay the value of “per cent improvement” 
as an indicator of the effectiveness of antianginal 
agents. 


Procedure and Results 


During a trial of four antianginal agents (Metamine, 
Calphyllin, Peritrate and Thorazine) curves were con- 
structed from the daily number of chest pains of 
patients with angina pectoris. Each agent and its 
identical placebo were tested by the double-blind 
technique, with multiple control periods without anti- 
anginal medication other than nitroglycerin. Exami- 
nation of the charts of the 24 patients found suitable 
for the assay of drugs showed that while in nine there 
was no change, in 15 there was an initial decrease in 
the average daily pains per week per period of the 
study regardless of the random succession of actual 
drug in varying dosage, placebo or periods without 
medication (Figure 1). The decrease was progressive 
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throughout the rapport period—the initial stage of 
therapy during which a good psychologic relationship 
is formed between physician and patient. In the un- 
complicated postrapport period, the frequency of 
chest pains usually forms a plateau, always at a level 
lower than at the beginning of the rapport period. 

During the rapport periods, which averaged 11 
weeks (Figure 2), the decrease of daily attacks of chest 
pain ranged from one to eight, with a mean of 3.3. 
Expressed as “per cent improvement,” the decrease 
in pain frequency ranged from 50 per cent in two 
cases to 100 per cent in five cases (Figure 3). In be- 
tween, in rounded numbers, the “per cent improve- 
ment” was 67 per cent in five cases and 56, 58 and 
83 per cent in one case each. Thus, 63 per cent of the 
15 patients showed an average of 75 per cent improve- 
ment. The relationship of “per cent improvement” 
to actual decrease in pain frequency in the individual 
cases is shown in Figure 1. 


‘Per cent improvement” is a ratio expressing the 
relationship of the decrease in frequency to the initial 
number of attacks of chest pain. In its simplest form, a 
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Figure 1. Ski Curve. An illustration of the average number of 

daily anginal attacks of a patient during active drug, placebo 

therapy and multiple “control” periods without antianginal Figure 2. DurATION OF Rapport Periops. The range of rapport 
medication. periods was two to 24 weeks, with an average of 11. 


"DURATION OF RAPPORT PERIODS 
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PERCENTAGES AND PAINS 


Decrease in number 
Per cent of average daily attacks 
improvement per week per period 
1* 

190 
100 2 
3 
4 
$6634 2 
4 
8 


*One pain less a day may mean tmprovement of 
either 50 or 100 per cent. 

{Conversely 6624 per cent improvement may rep- 
resent a decrease of from two to eight pains a day. 


ratio is a quotient of the numerical quantity obtained 
by dividing one number by another. Observation of a 
quotient gives no clue to the numerator or denominator 
from which it is derived. Figure 1 shows that divisions of 
many sets of numbers, 2/3, 4/6 and 8/12, all result in 
the same “per cent improvement” (6624), while the 
actual decrease in frequency of daily attacks of pain 
has varied from two to eight. 

Whenever the numerator and denominator are 
equal, the maximum improvement (100 per cent) has 


Figure 4. ComposirE AvERAGE Curve. A composite average curve 
of the pain frequency of the 15 patients during the rapport period, 
with projection over uncomplicated postrapport period of 52 weeks. 


SKI CURVE 
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Average daily pains 
per week per period 


NUMSER OF PAINS DURING RAPPORT PERIOD 


Figure 3. Per Cent Improvement. The chart shows the relation- 
ship between the “per cent improvement” and the actual decrease 
in frequency of chest pains. 
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been reached. In this series 4/4, 3/3, 2/2 and 1/1 
show 100 per cent improvement, but the actual de- 
crease of pain varies in these instances from one to 
fourfold (Table I). In addition, it should be remem- 
bered that the course of angina pectoris is capricious, 
and frequently spontaneous complete remissions last- 
ing from one to several weeks may occur. Any medi- 
cation given at this time would receive credit for the 
100 per cent improvement. 

Percentages based upon small numbers are apt to 
be misleading. In the present series, for instance, a 
decrease of daily attacks of chest pain of seven repre- 
sents 58 per cent improvement, while a decrease of 
five represents 83 per cent improvement. In general, 
percentages should not be computed unless the base 
is 100 or more. 

A decrease of two pains per day may represent 100, 
67 or 50 per cent, depending upon the figures of 
which it is the ratio, X 100. 

_ The placebo effect of any drug may be substantial. 

Beecher showed improvement in about 35 per cent of 
patients receiving only placebos. Curves constructed 
from the number of daily attacks of chest pain charted 
showed that the downward slope continued during the 
rapport period, through control periods without actual 
drug or placebo. This improvement, therefore, could 
be attributed to the only therapeutic factor operating 
—the ceremony of drug research and the good psycho- 
logic relationship established between physician and 
patient during the initial stages of the study. Figure 4 
is a composite average curve of the pain frequency of 
the 15 patients during the rapport period, with a pro- 
jection over uncomplicated postrapport period of 52 
weeks. It demonstrates the “per cent improvement” 


occurring in the rapport period. Any drug would be 


considered effective if it produced the 75 per cent 
improvement in 63 per cent of the patients with angiua 
pectoris as depicted by this curve. 

If decrease in frequency of attacks of chest pain is 
to be a measurement of “per cent improvement” due 
to the action of an antianginal agent, it is important 
to know whether this decrease in frequency was com- 
puted before or after the rapport period. Herdan says, 
“Every conscious or unconscious psychical disturb- 
ance may influence the course of some diseases in one 
direction or the other.” Since the factor of physician- 
patient relationship operates concurrently in the rap- 
port period, it follows that for proper evaluation, “per 
cent improvement” due to action of an antianginal 
agent should be computed in the postrapport period. 


Conclusion 


When, in an assay of antianginal agents, “per cent 
improvement” is used to express the effect of the agent, 
it should be computed in the postrapport period. 

As “per cent improvement” does not show the 
actual decrease in frequency of attacks of angina 
pectoris, “per cent improvement” is not a true meas- 
ure of the effectiveness of the agent. 

In the study of the subjective symptom complex, 
angina pectoris, the number of suitable patients usually 
is too small, and the daily attacks of chest pain too 
infrequent to allow “per cent improvement” (as an 
expression of decrease in frequency of attacks) to be 
an accurate measurement in the assay of antianginal 
agents. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


HERE'S A HELPFUL HINT... 


About an Unlisted Telephone 


AFTER TWO YEARS’ EXPERIENCE with an unlisted telephone number we are sold on its ad- 
vantages. ““We” are two brothers with a fairly busy general practice in a metropolitan suburb. 
We accept phone calls all day long in the office and have two regular lines in, one out, in 
addition to the unpublished line which is in and out. We lock our doors and quit answering 
the two listed lines at 5:30 p.m. This enables us to get home by 6:30 or 7:00 P.M. 
At 5:30 p.m. a switch is thrown which disconnects the bells on the regular lines. A patient 
phoning gets a ringing signal, not busy, and assumes that we have left. Patients waiting to see 
_ us are not annoyed by the ringing of an unanswered phone. People with emergencies call our 
homes and our wives can reach us on the unpublished number. Nights, Saturdays and 
Sundays we can go to the office for study or paper work without unnecessary phone inter- 
ruption. During the day both published lines are tied up most of the time, but we can always 
get a call out on the unpublished line.—James A. BLakE, M.D., Hopkins, Minnesota. 
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Biopsy Techniques 
in the Diagnosis 
of Intrathoracic Disease 


SOL KATZ, M.D. 
Associate Editor, GP 


WE ARE in a dynamic era in the diagnosis of chest 
diseases, for rational therapy depends on accurate 
diagnosis. With currently available diagnostic meth- 
ods, unconfirmed clinical diagnosis or a diagnosis by 
exclusion should rarely be necessary. The radiologic 
appearance of the chest is valuable in diagnosis, but 
diseases of widely different etiologies may present a 
similar roentgen pattern. In reality, therefore, a roent- 
genographic diagnosis is a clinical diagnosis. 

A precise diagnosis may not be forthcoming after 
the history, physical examination, x-ray examination 
by many techniques, along with bronchoscopy, skin 
testing, examination of the blood, sputum, secretions, 
bone marrow, pleural fluid and biochemical studies. 
Histologic study of tissue assumes great importance 
when the enumerated conventional methods fail to 
yield a specific diagnosis. 

Well-established procedures for obtaining biopsy 
material are bronchoscopy and exploratory thoracot- 
omy. However, other techniques for securing tissue 
for study include (1) resection of the deep cervical fat 
pad with its contained lymph nodes (scalene node 
biopsy), (2) biopsy of lung tissue and (3) biopsy of the 
parietal pleura. 

The scalene or retroclavicular lymph nodes are im- 
bedded in a fat pad lying between the sternomastoid 
and anterior scalene muscles. These easily accessible 
nodes are connected to the deeper, less approachable 
mediastinal nodes and often reflect the pathology 


found in the latter. Thus, pulmonary, pleural or medi- 
astinal processes which affect mediastinal nodes may 
be reproduced in the scalene nodes. 

The procedure of scalene node biopsy is simple, is 
performed under local anesthesia and requires about 15 
minutes. The site selected is based on the lymphatic 
drainage of the lung. For right-sided lesions the right 
scalene approach is recommended. For pulmonary 
processes involving the upper half of the left lung, the 
left scalene is selected. However, lesions of the left 
lower lung field may drain into the left or right group 
of retroclavicular nodes. 

For indeterminate localized or diffuse lesions, direct 
surgical lung biopsy is a valuable diagnostic method. 
It differs from exploratory thoracotomy in which the 
chest is opened through a large incision permitting 
thorough exploration followed by removal of tissue 
for biopsy or actual excision of the involved lesion by 
“wedgectomy,” segmentectomy, lobectomy or even 
pneumonectomy. A lung biopsy does not include com- 
plete exploration, and definitive surgical management 
is not its function. It is performed through an inter- 
costal incision 8 to 10 cm. in length. With generalized 
lesions the fourth or fifth intercostal space in the an- 
terolateral area is the selected site. Its purpose is to 
obtain a piece of the diseased lung for histopathologic, 
chemical or bacteriologic analysis. 

Needle aspiration biopsy of the lung should never 
be preferred to direct surgical biopsy because of the 
danger of hemorrhage, pneumothorax, air embolism 
and tumor implantation along the path of the needle. 
However, in patients not suited for surgical lung 
biopsy because of poor general condition, needle aspi- 
ration biopsy may be considered for lesions located 
close to the pleura with apparent obliteration of the 
pleural space at the aspiration site. 

Aspiration needle biopsy of the parietal pleura 
should be used for the diagnosis of pleura: disease of 
undetermined nature. If unsuccessful in the exact 
identification of the etiology, surgical pleural biopsy 
should be employed. 

The use of these biopsy methods should result in a 
positive diagnosis in almost all intrathoracic disorders. 


Figure 3. Right upper lobe consolidation in an 
85-year-old man with chest pain, All studies 


Figure 2. Diffuse pulmonary lesion. Lung were negative except needle aspiration of* the 
Figure 1. Right superior mediastinal mass. biopsy revealed noncaseating granuloma involved lung which revealed adenocarci- 


Scalene node biopsy showed lymphosarcoma. consistent with sarcoidosis. _ noma. 
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The Chemotherapy 
of Tuberculosis 


Pulmonary tuberculosis continues 
to be a serious medical problem. 
i ae carly diagnosis by the wider use 
of festing, chest x-ray examinations 
al Mind sputum cultures will lead 
results of its treatment 
Witt and Surgical intervention. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the seventh of twelve 

from the University of Michigan. 


Practical Therapeutics 


The Chemotherapy of Tuberculosis 


WINTHROP N. DAVEY, M.D. 


Department of Internal Medicine 


University of Michigan Medical School and University Hospital 


Ann Arbor, Michigan 


TUBERCULOSIS CONTINUES to be a serious infectious dis- 
ease, and the chemical approach to its control has be- 
come of ever-increasing importance over the past 15 
years. Such management is the very foundation of 
treatment, rendering the use of general bodily rest, 
reversible collapse therapy and even sanatorial care of 
secondary importance. The rather universal applica- 
tion of chemotherapeutic methods of treatment is not 
without justification, for the resultant remarkable 
declines in morbidity and mortality from this infection 
are most encouraging. 

This use of drug treatment, however, has not uni- 
formly controlled clinical tuberculosis; and, as a result 
of increased efforts at case-finding, the number of new 
cases of tuberculosis each year remains remarkably 
constant. These facts have stimulated further investiga- 
tion of methods of tuberculosis control and have 
intensified the search for additional agents effective in 
the treatment of tuberculosis. 


Antituberculosis Agents 


The ideal characteristics of an antituberculosis agent 
should include: (1) small molecular weight with asso- 
ciated easy diffusibility to the site of the infection, (2) 
tuberculocidal rather than tuberculostatic activity in 
Vivo, (3) relative atoxicity to the host and (4) a slow 
rate of emergence of resistant strains of tubercle 
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bacilli. Unfortunately, no antimicrobial has been 
isolated which possesses all of these characteristics, but 
a number of agents have been found rather effective in 
the control of tuberculous disease. These may be 
divided into the antibiotics and the synthetics. 


ANTIBIOTICS 


All the important antibiotics (Table 1) effective 
against tubercle bacilli are produced by soil organisms 
of the genus Streptomyces. These are streptomycin, 
dihydrostreptomycin, viomycin, neomycin, cyclo- 
serine, streptovaricin, kanamycin and oxytetracycline. 

Streptomycin and Dihydrostreptomycin. Streptomycin, 
produced by the soil organism, Strep.omyces griseus, 
was isolated in 1944 and was found to be very active 
against tubercle bacilli in vitro and in vivo. Dihydro- 
streptomycin is produced from streptomycin by 
catalytic hydrogenation and has similar activity. 

Streptomycin and dihydrostreptomycin, which may 
be used interchangeably, are administered intra- 
muscularly, in a dosage of 1.0 Gm., daily, or twice 
weekly. At these dosages toxic manifestations may 
appear, and the most significant are those on the 
tissues of the nervous system. Paresthesias, especially 
of the face and about the mouth, occur, and more 
serious effect on the eighth cranial nerve may be ob- 
served. The irritative effect on the vestibular component 
of this nerve may result in vertigo, nausea, vomiting, 
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ANTITUSERCULOSIS CHEMOTHERAPY 


Synthetics 


"Streptomycin Sulfones 
Promin, Pronuzole and Diasone 


“Thiosemicarbasones 
Aiithiozone 


*Dihydrostreptomycin 
*Viomycnt 


Neormyan 
‘ lic Acid 
Cycloserme + and Resin 
Streptovaricin’ Pyridine Carboxylic Acid 
Kanasnycin Hydrazines 
*Tsoniazid 
Iproniazid 


*Pyrazinamide 
Thaocarbanilides 


Himconstarch 


*Privetpal effective agents. 


Table 1. 


and with progression, may lead to loss of vestibular 
function with characteristic symptoms and signs of 
instability on walking, particularly in poor light. 
Toxicity on the cochlear division of the eighth nerve 
may cause tinnitus followed by loss of hearing. Strepto- 
mycin is somewhat more toxic on the vestibular com- 
ponent of this nerve, and dihydrostreptomycin is more 
likely to result in hearing loss. 

The neurotoxicity of streptomycin and dihydro- 
streptomycin has been solved rather satisfactorily by 
use of not more than 1.0 Gm. daily, and usually only 
1.0 Gm. twice weekly. Streptoduocin, a mixture of 
equal parts of streptomycin and dihydrostreptomycin, 
is available for use, and may have special advantage in 
the older patient or in one receiving more than 1.0 
Gm. of streptomycin daily. 

Viomycin. This antimicrobial, isolated from Strepto- 
myces puniceus, was described in 1951. Its activity is 
limited virtually to the mycobacteria. Intramuscular 
injections of 2.0 Gm., twice weekly, are tolerated well 
by patients, and significant therapeutic effect has been 
demonstrated. Toxic manifestations include sensitivity 
phenomena, with skin rash or fever, and neurotoxicity, 
particularly of the cochlear division of the eighth 
cranial nerve. 

Viomycin has special value in combination with para- 
aminosalicylic acid or pyrazinamide for use during and 
following surgical intervention in the treatment of 
pulmonary tuberculosis, when sputum remains positive 
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and resistance of the organisms to isoniazid ind 
streptomycin has been demonstrated. 

Neomycin. This antibiotic, produced by Streptom, ces 
fradiae, is relatively toxic when administered paren- 
terally to human subjects and has limited use in the 
treatment of tuberculosis. Neomycin aerosol, empioy- 
ing hyaluronidase in a physiologic vehicle, has heen 
given to patients with equivocal benefit. 

Cycloserine. This substance was recovered from 
Streptomyces orchidaceus in 1954. In an oral dosage of 
1.0 to 1.5 Gm. daily, in divided doses, there is evidence 
of moderate antituberculosis effect in the treatment of 
pulmonary tuberculosis, but somnolence, dizziness and 
mental confusion occur in a significant number of 
instances. Lower dosage of 0.5 Gm. daily, usually in 
combination with isoniazid, has obviated many of the 
undesirable side effects, but further evaluation of the 
place of this drug in the management of tuberculosis is 
indicated. 

Streptovaricin. This complex of some five antibiotics 
is derived from Streptomyces spectabilis and currently 
is under clinical investigation. Oral administration of 
3.0 Gm., daily, has been employed with little evidence 
of significant therapeutic effect. 

Kanamycin. Kanamycin, isolated from Streptomyces 
kanamyceticus, is being evaluated for its toxicity and 
in vitro effect in the treatment of tuberculosis. 

Oxytetracycline. One of the broad-spectrum anti- 
microbials, this substance is produced by Streptomyces 
rimosus and has limited but significant activity against 
tubercle bacilli in vitro and in vivo. Oral administration 
of 2.0 to 7.0 Gm. daily results in little evidence of 
therapeutic effect on active pulmonary tuberculosis, 
but there is benefit in endobronchial disease. When 
given in combination with streptomycin, it may delay 
the rate of emergence of strains of bacilli resistant to 
streptomycin, and thus may be used as a substitute for 
para-aminosalicylic acid, on occasion. 


SYNTHETICS 


Many synthetic compounds have been screened for 
their antituberculosis activity, and several groups of 
substances have been promising. They are the sulfones, 
thiosemicarbasones, aminohydroxybenzoic acids, the 
derivatives of pyridine carbox;iic acid and a few other 
agents of recent interest (Ti:ble 1). 

The sulfones and the thiosemicarbasones are 
relatively toxic when administered for prolonged 
periods of time. PAS is the principal member of the 
aminohydroxybenzoic acid group. Isoniazid, iproniazid 
and pyrazinamide are derivatives of pyridine carboxylic 
acid. Other agents—the thiocarbanilides and hincon- 
starch—are under study. 

Sulfones. Drugs of this group, closely related to the 
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sulfonamides, possess definite antituberculosis activity 
put are relatively toxic on the hematopoietic system 
when administered for the prolonged periods of time 
necessary in the treatment of tuberculosis. Promin, 
promizole and diasone are the three better known 
members of this group. Prior to the availability of PAS 
and isoniazid, promizole was used in combination with 
streptomycin, with considerable success, in the treat- 
ment of tuberculous meningitis. These drugs have 
found little use recently in the treatment of tubercu- 
losis. 

Thiosemicarbasones. This group of drugs, of which 
amithiozone was probably the best known, are very 
potent tuberculostats. In a dosage of 200 to 400 mg. 
daily, significant therapeutic effect was noted, but 
toxicity, particularly of the liver, kidney and hema- 
topoietic system precluded the wide use of these 
agents. Prior to the advent of isoniazid, these drugs 
were the most active of those available. 

Para-aminosalicylic Acid. The activity of para-amino- 
salicylic acid is of low order, but it is relatively non- 
toxic and must be administered in large dosage be- 
cause of rapid absorption from the gastrointestinal 
tract and excretion in the urine. 

This substance is administered as PAS-sodium, 
PAS-calcium, PAS-potassium or in a resin prepara- 
tion. Dosage must be altered with each compound so 
that 12.0 Gm. of free PAS is given daily. The usual 
dosage schedule is 4.0 Gm. three times daily with 
meals, or 3.0 Gm. four times daily, when a fourth 
small feeding is indicated. Taking the drug with food is 
necessary because of gastrointestinal intolerance if the 
stomach is empty. This intolerance varies from a mild 
sensation of fullness to nausea and vomiting, or from 
vague abdominal distress to cramping and diarrhea. 
Occasionally a patient will tolerate one preparation of 
the drug better than another. PAS-sodium contains 
sufficient sodium that it is contraindicated in patients 
with cardiac decompensation. 

Sensitivity phenomena to PAS are seen and, oc- 
casionally, may be very severe. They are characterized 
by fever, skin rash progressing to exfoliation, and 
lymphadenopathy. Severe reactions may be accom- 
panied by anaphylactic shock which constitutes an 
acute medical emergency. 

Isoniazid. Isonicotinic acid hydrazide, or isoniazid, 
has been available for clinical use since 1952 and ap- 
pears to be the best of the available antituberculosis 
drugs. A closely related substance, iproniazid, also 
possesses antituberculosis activity, but is more toxic 
than isoniazid and has limited use in the treatment of 
tuberculosis. 

Isoniazid is of small molecular weight and is readily 
absorbed from the gastrointestinal tract and distrib- 
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uted widely throughout the tissues of the body, in- 
cluding the cerebrospinal fluid and within phagocytes. 
It is degraded principally by acetylation in the liver 
and is excreted in the urine. Only free isoniazid is 
biologically active and the rapid removal of isoniazid 
from the blood stream by its acetylation may account 
for ineffective blood levels. This has stimulated interest 
in the use of larger dosages of this agent. 

This drug is capable of precipitating convulsive 
seizures in the patient with epilepsy, and its use in 
such persons may increase the need for anticonvulsant 
therapy. It also increases urinary excretion of pyridox- 
ine, in a manner incompletely understood, which leads 
to pyridoxine (vitamin Bg) deficiency and resultant 
peripheral neuritis. This is the principal toxic effect of 
isoniazid and, fortunately, it can be prevented by the 
administration of pyridoxine, 50 to 100 mg. daily. 

Isoniazid-resistant strains of tubercle bacilli may 
appear during therapy for cavitary pulmonary tubercu- 
losis, and these strains are of particular interest for 
they frequently have lost much of their virulence for 
the laboratory animal, though they have not become 
saprophytic. This loss in virulence is related ap- 
parently to the lack of the production of catalase by 
these strains. The significance of these organisms is not 
clear, but patients harboring them infrequently show 
progression of their disease. ; 

Pyrazinamide. This other derivative of pyridine 
carboxylic acid is similar in structure to isoniazid. It 
is a very potent tuberculostat, but organisms resistant 
to it appear rather promptly during therapy. For this 
reason its effective use is limited usually to two or 
three months. 

In an oral dosage of 2.0 to 2.5 Gm. daily, this drug 
is well tolerated, but a certain incidence of hepato- 
toxicity appears, evidenced first by changes in brom- 
sulfalein retention and later by clinical jaundice. This 
toxicity is the principal limiting factor to the more 
wide use of this very effective agent. 

Other Drugs. The thiocarbanilides are currently 
under investigation for effectiveness and toxicity. 
Hinconstarch is another recently evaluated substance 
found to be only of limited value in its antituberculosis 
activity. 


Selection of Patients 


Virulent tubercle bacilli have entered the bodies of 
the majority of humans on this earth. The portal of 
entry usually is the respiratory tract, though significant 
infection occurs by way of the gastrointestinal tract. 
Localized infection is established in pulmonary paren- 
chyma or intestinal mucosa, but fortunately the vast 
majority of individuals satisfactorily control this initial 
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SPECTRUM OF TUBERTULOUS BISEASE 


Nc Diszase—Tuberculin Negative 
No Infection 
Prior Infection——(Tuberculin Reverter) 


Inactive Diszase—Tuberculin Positive 
Not Treated 
Occult Disease 
Manifest Disease 
Treated Without Chemotherapy 
Occult Disease 
Maniiest Disease 


Active Disease—Tuberculin Positive or Negative 


Occult Disease—(Tuberculin “Converter”’) 
Manifest Disease 


insult. A scar, harboring viable tubercle bacilli, re- 
mains; sensitivity to tuberculoprotein follows; and 
some degree of relative resistance to subsequent infec- 
tion is acquired. Later events are dependent upon 
many factors which determine whether true reinfec- 
tion with tubercle bacilli from an exogenous source 
occurs, or whether an endogénous exacerbation of 
disease appears. 

Most patients with active clinical tuberculosis present 
advanced pulmonary disease. The insidious onset and 
progression coupled with a paucity of signs and symp- 
toms frequently fail to alert either the patient or his 
physician to the possibility of tuberculosis of the lungs. 
Consequently, at the time of admission to a sanatorium, 
some 45 per cent of patients manifest far-advanced dis- 
ease and only 15 per cent, or less, have but minimal 
involvement. 

The use of chemotherapy in the treatment of 
tuberculosis is by necessity directed principally at 
those patients with advanced pulmonary involvement. 
It may be of interest. however. to consider the other 
phases of tuberculosis to which chemotherapy might 
be applicable. 

Table 2 outlines the spectrum of tuberculosis, from 
no disease, through manifestly active disease. In the 
United States some 60 to 70 per cent of the general 
population have never been infected with tubercle 
: bacilli and do not harbor viable organisms, nor are 
nal they sensitive to tuberculoprotein. There is no indica- 
' tion to administer specific antituberculosis chemo- 
therapy to this group, though some consideration has 
been given to the prophylactic use of isoniazid for 
ae’ household contacts or other unavoidably exposed indi- 

viduals. 
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The infected group in the United States, comprising 
some 30 to 40 per cent of the populace, do have lesions 
harboring viable tubercle bacilli, and these people are 
tuberculin reactors. The organisms within these lesions, 
either occult or manifest, are in varying states of 
metabolic activity. but at most are multiplying at a 
very slow rate. Chemotherapy has been used, especially 
when manifest disease is present on chest x-ray, but in 
the absence of the criteria for activity of disease 
(changing lesions or isolation of tubercle bacilli) there 
is considerable doubt that this is of value. Microbiologic 
evidence indicates that the available tuberculostatic 
agents are ineffective against tubercle baciili that are in 
a resting state or multiplying at a very slow rate, as in 
inactive disease. Theoretically, a likelihood of emer- 
gence of resistant strains exists if such therapy is 
given. 

There is a significant group of patients with in- 
active disease, treated for tuberculosis prior to the 
advent of chemotherapy. Many of these recently have 
received prolonged courses of chemotherapy as 
prophylaxis of potential exacerbation, but there are the 
same objections to this approach as in the previously 
discussed group. 

The recent tuberculin “converter” has active 
tuberculosis, and many think that such an individual 
should receive antimicrobial therapy. If conversion, 
from no reaction to tuberculin to a positive reaction, 
occurs over a period of time not exceeding six months, 
the consensus is that treatment with isoniazid for 12 to 
18 months, while chest x-rays are taken, is indicated. 
Certainly the diagnosis of tuberculosis cannot be made 
more promptly than by evidence of tuberculin con- 
version. The evaluation of the tuberculin-negative 
group of our population by serial tuberculin tests is a 
valuable case-finding method. 

Patients with active tuberculosis of any organ or 
system of organs, confirmed by any of the acceptable 
methods, of which the recovery of tubercle bacilli is the 
most precise, are candidates for chemotherapy. The 
choice of drug regimen, the duration of therapy, and 
the need for other forms of management must be made 
on an individual basis. 

Public health reasons usually render it mandatory 
that a patient be hospitalized, but, just as importantly, 
the best treatment of tuberculosis can be effected in a 
sanatorium where there are the special facilities aud 
trained personnel for care of the disease. Though great 
reliance is placed upon chemotherapy and there has 
been modification of programs of rest, strict bed con- 
finement is employed usually for patients who have 
fever or other signs of toxicity. Some programs allow 
free ambulation, later. There has been de-emphasis of 
the use of reversible collapse therapy, so that though 
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pneumoperitoneum may be employed to some extent, 
pneumothorax and phrenic nerve paralysis virtually 
have disappeared from the therapeutic scene. 


Antimicrobial Regimens 


After demonstration of the efficacy, low toxicity and 
low incidence of bacterial resistance to the regimen of 
streptomycin and PAS, it became established that the 
ideal chemotherapeutic regimen for the treatment of 
tuberculosis was a combination of two or more drugs 
given concurrently for a long time. Such long-term 
combination chemotherapy has become accepted 
widely as superior to single drug treatment in sequence. 

With the exception of employing isoniazid alone, the 
following regimens (Table 3) of chemotherapy consist 
of a combination of two or more drugs. 


This drug, employed alone in a dosage of 3 to 16 
mg./Kg./ day, has been effective in the treatment of the 
recent tuberculin “‘converter,”’ primary tuberculosis in 
children, and many patients with pulmonary tubercu- 
losis. In a dosage of 3 to 5 mg./Kg./ day, the use of 
isoniazid in the treatment of cavitary pulmonary 
tuberculosis is followed often by the emergence of 
strains of tubercle bacilli resistant to isoniazid. These 
resistant strains may have lost some virulence but have 
not become saprophytic. This loss in virulence is re- 
lated apparently to production of catalase by the 
organisms. Patients releasing such organisms rarely 
show progression of disease, but it is the consensus that 
combination therapy, such as INH-PAS or INH-SM, is 
superior to INH alone. 


ISONIAZID AND PARA-AMINOSALICYLIC ACID 


This combination of tuberculostats is the most 
widely employed regimen of chemotherapy. Isoniazid, 
300 mg. a day, and PAS, 12.0 Gm. a day, are the usual 
dosages. There is a trend toward the use of higher 
dosage of isoniazid, of from 8 to 16 mg./Kg./ day, and 
the administration of 600 to 1,200 mg. a day is well 
tolerated by patients, if pyridoxine, 50 to 100 mg. a 
day, is given concurrently as prophylaxis against 
pyridoxine deficiency and subsequent peripheral 
neuritis. Therapeutic responses are very good to these 
higher dosages of isoniazid, but some question remains 
as to whether they are necessary for the vast majority 
of patients, who do not acetylate isoniazid rapidly. 

Various preparations of PAS may be employed, in- 
cluding PAS-sodium, PAS-calcium, PAS-potassium or 
aresin preparation. Dosage of these substances should 
be adjusted so that the patient receives 12.0 Gm. of 
free PAS daily. This regimen is very effective, and 
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much of its popularity is related to the ready adminis- 
tration of two oral medications. 


ISONIAZID AND STREPTOMYCIN 


Isoniazid, 300 mg. a day, and streptomycin, 1.0 
Gm. daily or twice weekly, is a very important regimen. 
Again, the dosage of isoniazid may be higher, for 
example, 600 to 1,200 mg. a day. These two drugs, both 
administered daily, possibly are the most effective 
agents available to treat tuberculosis, and this regimen 
is used in the management of miliary tuberculosis, 
tuberculous meningitis, the very seriously ill, and on 
some occasions for routine treatment of pulmonary 
tuberculosis. Usually this regimen consists of isoniazid 
daily, and streptomycin twice weekly. A significant 
number of patients do not tolerate PAS, and for this 
reason alone, it is often necessary to use this regimen. 

There is some hesitancy to use both major anti- 
microbials concurrently in routine treatment, for if the 
streptomycin is given twice weekly, there is evidence 
that this is inferior to INH-PAS, and if emergence of 
resistant organisms occurs, they usually are resistant 
to both SM and INH. This is very important in the 
treatment of far-advanced pulmonary tuberculosis if 
such bacterial resistance appears prior to the time of the 
performance of indicated surgical therapy, when the 
risk to the patient increases significantly. 


ISONIAZID, STREPTOMYCIN AND PAS 


The dosages of these drugs in combination are the 
same as for the INH-SM regimen, with the addition of 


REGIMENS OF ANTITUBSERCULOSIS CHEMOTHERAPY 


INH SM+PZA 
(Isoniazid) 


INH+PAS 

(Isoniazid and Para-amino- 
salicylic Acid) 

INH+SM 

(isoniazid and Streptomycin) 


INH+SM+PAS 

(Isoniazid, Streptomycin and 
Para-aminosalicylic Acid) 

INH+PZA 

(Isoniazid and Pyrazinamide) 


SM+PAS 
(Streptomycin and Para- 
aminosalicylic Acid) 


amide) 
VM+PAS 


salicylic Acid) 
VM+PZA 


INH+CS 


$M+OT 


cycline} 


(Streptomycin and Pyrazin- 


(Viomycin and Para-amino- 


(Viomycin and Pyrazinamide) 
(isoniazid and Cycloserine) 


(Streptomycin and Oxytetra- 
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12.0 Gm. of PAS. This is the usual regimen for the 
treatment of the very seriously ill, especially with 
miliary or meningeal tuberculosis, though such gravely 
ill patients often are unable to take PAS. Some clinicians 
use all three of these major agents in the treatment of 
pulmonary tuberculosis with satisfactory results. 


ISONIAZID AND PYRAZINAMIDE 


Isoniazid in conventional or higher dosage in com- 
bination with pyrazinamide, 2.0 Gm. daily, is a very 
effective regimen, and, excepting the potential hepato- 
toxicity of pyrazinamide, is probably as satisfactory as 
INH-PAS. For some eight to 12 weeks, the risk of 
hepatotoxicity is slight, and considerable use of this 
regimen is being made early in therapy, with plans to 
switch to another combination later. 

Pyrazinamide frequently is added to a regimen of 
INH-PAS, or given in combination with INH, when 
the earlier regimen has been INH-SM, for the protec- 
tion of a patient with persistently positive sputum and 
organisms resistant to streptomycin, PAS or isoniazid. 
If isoniazid resistance has appeared, this regimen of 
INH-PZA is essentially the same as PZA alone, and 
can be expected to be effective for only a few weeks. If 
administered to patients in need of surgical treatment, 
such definitive surgical intervention should be done 
within as short a period of time as feasible after therapy 
is changed. 


STREPTOMYCIN AND PAS 


This combination of drugs, employing streptomycin, 
1.0 Gm. daily or twice weekly, and PAS, 12.0 Gm. 
daily, until recently was considered the regimen of 
choice. The greatest experience in the treatment of 
tuberculosis has been had using these drugs, and 
though it is a very satisfactory form of chemotherapy, 
there is evidence that it is the least effective of the 
usual regimens. This lesser degree of efficacy is not 
readily apparent in the treatment of minimal or 
moderately advanced pulmonary tuberculosis, but is 
obvious when far-advanced, miliary, meningeal or 
renal tuberculosis is treated. Again, the regimen is 
more satisfactory if the streptomycin is given daily, 
rather than twice weekly. 


STREPTOMYCIN AND PYRAZINAMIDE 


These two agents, both given daily, have aroused 
interest in their value for the treatment of acute 
tuberculosis. Such a regimen is very effective for some 
six to 12 weeks, and with the desire to have available 
various combinations of two drugs each to employ in 
tandem therapy, it is then possible to switch to INH- 
PAS for continuing treatment well in advance of any 
real probability of streptomycin-resistant strains of 
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organisms having emerged. Investigation of the jplace 
of this regimen is being made. 


Viomycin AND PAS 


Viomycin, 2.0 Gm. twice weekly, and PAS, 12.0 
Gm. daily, is a moderately effective combination. It is 
employed principally in patients with streptomycin- 
and isoniazid-resistant bacilli who tolerate PAS, 
Streptomycin and viomycin should not be given con- 
currently because of similar additive toxicities, but 
under the above circumstances, INH-VM-PAS would 
possibly be given during the period of controlling an 
acute spread of disease or during definitive surgical 
intervention. 


VIOMYCIN AND PYRAZINAMIDE 


Viomycin, 2.0 Gm. twice weekly, and pyrazinamide, 
2.0 Gm. daily, can be employed for short periods of 
time as protection during surgical resection in a 
patient with organisms resistant to isoniazid, strepto- 
mycin and PAS. Usually the INH is continued, and 
VM-PZA is added some two weeks or so prior to the 
operation. These drugs probably do not protect one 
another against the emergence of resistant strains; 
rather, their effect is merely additive. 


ISONIAZID AND CYCLOSERINE 


Isoniazid, 300 mg. daily, and cycloserine, 0.5 Gm. 
daily, have been used in combination. It is difficult 
to recognize the benefits, if any, of this regimen over 
isoniazid alone. The activity of cycloserine, at this 
dosage, is of low level. 


STREPTOMYCIN AND OXYTETRACYCLINE 


Oxytetracycline, 2.0 Gm. daily, may serve as a 
substitute for PAS in combination with streptomycin, 
1.0 Gm. daily or twice weekly. There are, however, 
few, if any. indications for use of this regimen since 
the advent of other agents. z. 


OTHER REGIMENS 


Multiple combinations of two, three or even four 
drugs are possible with the available agents, but evalua- 
tion of benefit is difficult, and toxicity of the agents is 
additive. 


The Results of Antimicrobial Therapy 


The objective of the drug treatment of pulmonary 
tuberculosis is to achieve as much resolution of the 
reversible components of the disease as possible with 
the least disadvantage to the patient. The use of 
chemotherapy has been demonstrated to be the most 
effective means of altering the host-parasite relation- 
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ship in favor of the host, and though sufficient time 
has not passed to determine the ultimate prognosis of 
drug-treated tuberculosis, the early results are most 
encouraging. 

The efficacy of chemotherapy is limited by the 
antituberculosis activity of the drugs, as manifest by 
clinical response, roentgenologic change, sputum con- 
yersion and cavity closure; by the duration of therapy; 
by drug toxicity; and by the appearance of bacterial 
resistance. 

The use of the agents discussed under “Anti- 
microbial Regimens” results almost routinely in a 
favorable clinical response, evidenced by defervescence, 
increase in sense of well-being, i increase in appetite, , 
weight gain and reduction in sputum production, 
These are important in over-all therapy, but are no | 
so significant of moderate to marked improvement ot 
the roentgenologic findings. The more acute and’ ; 
exudative components of pulmonary parenchymal | 
disease are the most readily reversible, while fibrotic, | 
caseous and cavitary lesions respond less favorably | 
to any form of management. Employing regimens of 
§M-PAS, INH-PAS and SM-INH, however, one can 
expect moderate to marked x-ray improvement in 49 
per cent at four months, 62 per cent at eight months 
and 71 per cent at 12 months of treatment. Progression 
of disease may occur in some 7 per cent, in spite of 
chemotherapy. 

Prior to the use of chemotherapeutic agents in the 
treatment of pulmonary tuberculosis, reversal of in- 
fectiousness by sputum conversion to negative on 
culture and animal inoculation was excellent evidence 
of control of the disease. Administration of potent 
tuberculostatic drugs, however, leads usually to a 
remarkable reduction in the number of tubercle bacilli | 
released in the bronchial secretions, and early con- | 
version of sputum to negative is frequent. Such control 
is related to the extent of disease and the presence of | 
cavities, the latter delaying the time of conversion. | 

Studies by the Veterans Administration-Armed 
Forces have disclosed differences in the incidence of 
sputum conversion among the various drug regimens. 
These differences, employing SM-PAS, SM-INH and 
INH-PAS, are not apparent in patients with minimal 
or moderately advanced pulmonary tuberculosis. In 
the treatment of far-advanced disease, however, there 
is evidence that INH-PAS is the best regimen, with 
86 per cent of the patients having sputum conversion 
by 12 months of therapy. This is superior statistically 
to results of 75 per cent conversion for patients 
receiving INH-SM and 66 per cent for SM-PAS. The 
British Medical Research studies do not indicate 
superiority of INH-PAS over INH-SM, when strepto- 
mycin is employed daily rather than intermittently, as 
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in most of the studies in the United States. This 
evidence, as well as the ease of administration and 
tolerance of INH-PAS, has led to this regimen being 
the most frequently employed. 

Persistence of cavity during treatment of pulmonary 
tuberculosis usually is the best evidence of failure to 
control the disease, for sputum conversion on chemo- 
therapy occurs more consistently. The persistence of 
cavitary lesions on prolonged chemotherapy constitutes 
the principal indication for the addition of surgical 
therapy in the form of pulmonary resection, resection 
plus a space-closing thoracoplasty or primary ir- 
reversible collapse of the conventional thoracoplasty 
or plombage type. 

The optimum duration of chemotherapy has not 
been established. It is accepted widely, however, that 
one year of continuous treatment is the minimum 
period, during which time maximum evidence of x-ray 
improvement, cavity closure and persistent sputum 
conversion, with the aid of surgical treatment, if 
indicated, has occurred. It is obvious that many patients 
will not achieve these objectives of maximum and 
persistent improvement within one year, and programs 
of chemotherapy extending 18 months to two years, 
or longer, are frequent and appear justified. 

Fortunately, drug toxicity is not a serious limiting 
factor in the chemotherapy of tuberculosis. In general, 
toxicity is related directly to the duration of drug 
treatment. Toxicity of drugs employed in combination 
is additive and careful supervision of all patients on 
chemotherapy is mandatory. 

The appearance of bacterial resistance clearly is 
related to the extent of disease, especially of cavitary 
lesions. The problem of resistant organisms can be 
traced to groups of bacilli already resistant to the 
drugs at the start of therapy, and these become the 
predominant strain through the selective action of the 
drugs upon the susceptible bacilli. To become the 
predominant strain, these organisms must remain 
virulent and withstand host defenses. The incidence } 
of such resistant strains is quite low, approximating 
3 per cent at 12 months of therapy, when the regimens 
of INH-PAS, SM-PAS and SM-INH are considered. 
It should be noted that this number is but a portion of 
those patients with persistently positive sputum, so 
bacterial resistance is not inevitably a consequence of 
failure of sputum conversion. 


The Place of Surgery 


Active pulmonary tuberculosis under chemotherapy 
responds quite uniformly. With or without the aid of 
various forms of reversible collapse therapy, the exuda- 
tive components of the disease regress; sputum 
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THERAPY OF PULMONARY TUBERCULOSIS 


Active Disease 


(PNP) 
(PNX) 
(Phrenic) 

Stable and Noncavitary Disease Z 
(Target Point) i 
g 


Chart 1. Flow-chart depicting the possible courses of therapy of pul- 
monary tuberculosis. Throughout this chart, chemotherapy is em- 
ployed as basic management. 


frequently reverts to negative, and a significant number 
of cavitary lesions close. This early goal in the treat- 
ment of pulmonary tuberculosis has been designated 
by D’Esopo as the “therapeutic target point,” con- 
sisting of three parts: (1) regression and stability of 
disease by roentgenologic examination of the chest, 
(2) conversion of sputum to negative on culture and 
(3) no evidence of residual cavity. 

Failure to attain this target point may be a result of 
persistently positive sputum or instability of disease, 
but more likely is due to a lack of cavity closure. As 
shown in Chart 1, it is possible to devise a flow-chart 
depicting the possible courses in the treatment of 
pulmonary tuberculosis. Throughout this chart, chemo- 
therapy is employed as basic management. 

As indicated, either the arbitrarily defined thera- 
peutic target point is or is not met, thus the dichotomy 
is justified. If target point is attained, most such patients 
are treated with prolonged chemotherapy with early 
evidence of satisfactory maintenance of inactive disease 
for some years. Such a patient is illustrated in Figure 1. 

When the target point is not reached, there is little 
question that surgical intervention should be con- 
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sidered. Ideally this would consist of surgical resection 
of the residual cavity or other significant disease. The 
smallest subdivision of pulmonary tissue compatible 
with the removal of the significant disease would be 
removed. There continue to be indications for pneu- 
monectomy, but most resections are the removal of 
lobes, segments or even subsegments or “wedges” of 
diseased tissue. 

This use of pulmonary resection has become a most 
important part of the treatment of pulmonary tuber- 
culosis. An example of resectional surgery is shown in 
Figure 2. With superior techniques of surgery and 
anesthesiology, this approach can be applied to the 
majority of patients, if indicated. The selection of the 
apparently ideal time for resectional surgery should 
be made in joint conference of internist and surgeon, 
and recently acquired data concerning the patient’s 
sputum cultures should be available. 

On occasion, the volume of lung tissue to be removed 
is great enough that there is question whether the 
remaining relatively normal lung will expand to fill 
the hemithorax postoperatively. It may be necessary 
to use a space-closing operation of the moditied 
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Figure 1. C.7., age 27, Negro female, with far-advanced cavitary 
tuberculosis of left lung (a). After three months of streptomycin- 
PAS therapy, remarkable clearing of disease has occurred 
(b). One year of chemotherapy has resulted in no evidence of residual 
disease (e). She is entirely well after six years. 
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Figure 2. J.R., age 28, Negro female, with far-advanced cavitary 
tuberculosis of right lung (a). After six montis of INH-PAS, 
atelectasis of right upper lobe has occurred but cavities remain 
patent (b). Right upper lobectomy was performed and two years 
later only changes incident to resection are noted (¢). 
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thoracoplasty type, either preceding or following the 
resection. 

Indications for permanent collapse by the use of 
conventional thoracoplasty or by extraperiosteal plom- 
bage procedures with vinyl plastic sponge may appear, 
and these are valuable surgical aids in control of 
tuberculosis. 

An unfortunately large group of patients who fail 
to reach target point refuse surgery, have very ex- 
tensive disease or diminished cardiorespiratory func- 
tion which precludes surgical intervention. These 
must be managed by chemotherapy alone, and most are 


treatment failures, though they may be rendered || 
sputum negative for several years before bacteriologic _ 
relapse occurs. This group of patients, usually males, | 
mostly in the older ages, and often recalcitrants, pose | 


serious economic and public health problems, and 
their prolonged hospitalization seems the only adequate 
method of their control. 


Treatment of Extrapulmonary Tuberculosis 


Though the proportion of patients with tuberculosis | 


who present extrapulmonary manifestations of disease 
is relatively small, they comprise an important clinical 
group. The serious prognosis of miliary and meningeal 
involvement has called special attention to the effects 
of chemotherapy in extrapulmonary tuberculosis. 
Generalized hemic spread of tuberculosis, because 
of its acute nature and its uniformly fatal outcome 
without therapy, is an ideal manifestation of tuber- 


-culosis in which to employ chemotherapy to determine 


efficacy of a given agent or agents. Though impressive 
results, compared with no therapy at all, were obtained 
by the use of streptomycin and streptomycin-PAS, 
the Veterans Administration-Armed Forces Coopera- 
tive Study demonstrated the five-year survival rate for 
adults with miliary tuberculosis treated with strepto- 
mycin alone to be 52 per cent, with streptomycin- 


* promin, 57 per cent, and with streptomycin-PAS, 


79 per cent. Before the use of isoniazid, more than 
one-fourth of the patients with miliary tuberculosis 
in this study developed meningitis while receiving 
chemotherapy. This appearance of meningeal involve- 
ment was very serious, for only 3 per cent treated with 
streptomycin, 6 per cent with streptomycin-promin, 
and 36 per cent with streptomycin-PAS survived five 
years. 

Since the advent of isoniazid, its use in combination 
with daily streptomycin, with or without PAS, has 
resulted in a two-year survival rate of 90 per cent for 
miliary tuberculosis, and none of the patients have 
developed meningitis while receiving this therapy. 

Tuberculous meningitis has had a more serious prog- 
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nosis than miliary spread, and the five-year survival 
rate has been only 19 per cent when streptomycin 
was employed alone, 15 per cent with streptomvcin- 
promin, and 47 per cent with streptomycin-!’AS. 
When regimens containing isoniazid and streptomycin 
have been employed, the two-year survival rate in 
adults is 80 per cent. The combination of miliary- 
meningitis is the most serious manifestation of tuber- 
culosis, and only 78 per cent two-year survival has 
been obtained with streptomycin-isoniazid regimens. 

The use of streptomycin and isoniazid daily, fre- 
quently with the addition of PAS, definitely has lowered 
the mortality rates from miliary, meningitis and miliary- 
meningitis. Intrathecal administration of streptomycin 
does not appear indicated but interest continues in 
the intrathecal instillation of tuberculin, especially for 


_ patients with cerebrospinal fluid block. Recent atten- 


tion has been given to the use of adrenal cortical 
steroids or corticotrophin in the combined hormonal- 
antimicrobial treatment of tuberculous meningitis, and 
there is belief that this management is indicated for the 
seriously ill, particularly when spinal block is present, 
or when response to the usually effective chemo- 
therapeutic agents is not prompt. The place, however, 
of these adjunctive methods of therapy remains to be 
clarified. 

_ Primary serofibrinous pleurisy with effusion is a 
fairly frequent manifestation of tuberculosis. Untreated, 
this disease has a relatively poor prognosis, and 
extrathoracic tuberculosis not infrequently appears. 
Patients in any age group, but particularly the young. 
who manifest pleurisy with effusion and are tuberculin 
positive, must be considered as having tuberculosis 
until proved otherwise. Chemotherapy, using regimens 
containing isoniazid, is widely accepted, and the 
early results indicate the great value of this treatment. 

Tuberculosis of superficial lymph nodes, most often 
in the cervical chains, may present a difficult thera- 
peutic problem. Combination chemotherapy employing 
SM-INH or INH-PAS has been very helpful in con- 
trolling these manifestations of tuberculosis. There 
seems to be little indication for the use of x-radiation 
therapy or enzymes. After some three to six months 
of chemotherapy, significant residual caseous masses 
may persist, and not infrequently these have been 
excised surgically, though this may be a rather for- 
midable procedure. The total period of drug treatment, 
with or without surgical intervention, should be at 
least one year, and usually is continued for 18 to 24 
months. 

All forms of active tuberculosis have shown favorable 
response to chemotherapy. Pericardial, enteric, peri- 
toneal and genital tuberculosis are benefited even 
though surgical intervention may be indicated. Such 
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surgical treatment, as pericardiectomy, can be per- 
formed at an earlier date and with much greater 
safety in the patient under the protection of chemo- 
therapy. Some two years of continuous chemotherapy 
appears justified. 

Tuberculosis of the spine, hip and knee may be 
controlled by chemotherapy, while at local rest, to be 
followed by the indicated surgical fusion. 

Essentially no weight-bearing joints can be treated 
successfully by chemotherapy alone, though some 
isolated osseous lesions, tenosynovitis and an occa- 
sional nonweightbearing joint can be managed by 
antimicrobials alone. The chemotherapy of orthopedic 
tuberculosis has shortened markedly the periods of 


morbidity and rendered safe the judicious use of surg- 
ical intervention. 

Renal tuberculosis also responds to chemotherapy. 
Fewer indications for nephrectomy arise, and usually 
adequate protection of the lower urinary tract from 
descending infection can be effected. No great ex- 
perience has been had with INH-PAS, but INH-SM or 
INH-SM-PAS definitely are superior to SM-PAS in 
converting urine to negative on culture. Continuous 
chemotherapy appears indicated for a period of at 
least two years. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Highlights on Polio in 1958 


GP January 1959 


al | 
‘in 
in- 
‘in a4 
in 
as 
1S. 
ed 
‘in 

in 
n- 
val 
al- 
id 
he 
at, 
r, 
be 

a 

d, 
id 
Ss. Of the lation under age 40, 2,000 : 
1958 
re of 1958 wan < 1,000 
and 256 more cases 

at % vaccine at ; ag 

h | 
117 


1. The protein-bound iodine is low in all but one of 


the following: 
(Adrenal hyperplasia / 
2. Addison’s disease 
3. Myxedema 
4. Panhypopituitarism 
Starvation 


2. Spelean diseases include all but one of the following: 
1. Histoplasmosis 
2. Rabies 
3)Splenic neutropenia 
4. Cave dust pneumonitis 
5. Claustrophohia 


3. Parenteral iron therapy is indicated in: 
GQ) Malabsorption associated with total gastrectomy 
2. Pernicious anemia 
3. Megaloblastic anemia of liver disease 
4. Hemolytic anemia 


Anemia of pregnancy 


/ 


4. An analysis of the anemia of cancer involves all but 
one of the following factors: 

1. Accelerated red cell destruction 

2. Acute hemolytic anemia 

3. Toxic bone marrow depression 

4. Decreased production of erythropoietin / 

5. Myelophthisic factors 


5. Shock associated with bacteremia due to Gram- 
negative microérganisms is related to all but one of the 
following procedures: 

1. Insertion of a urethral catheter 

2. Cannulation of a peripheral vein — 

3. Dressing of wounds 

4. Vigorous catharsis 

5. Paracentesis 
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Semiannually GP publishes a quiz 

covering its scientific articles, 

Here are the multiple choice ques/ions 

compiled from the July through December issues, 
Answers to these questions appear on page 205. 


Quiz 


6. Cushing’s syndrome is most commonly caused by: 
1. Adrenal adenoma 
2. Adrenocortical carcinoma 
3. Pituitary basophilic hyperplasia — 
Adrenal hyperplasia 
5. Pituitary eosinophilic hyperplasia 


7. Recent work suggests a relationship between sar- 
coidosis and: 
1. Dry climate 
€2) Pine pollen 
3. Sandy soil 
4. Bay rum 
5. Industrial pollutants 


8. The single most important step in the prevention 
of tetanus is: 
Proper cleansing and débridement of wounds ” 
2. Administration of fluid toxoid 
3. Administration of alum-precipitated toxoid 
4. Administration of 1,500 units of tetanus antitoxin 
5. Administration of 5,000 units of tetanus antitoxin 


9. Lactic dehydrogenase activity of the spinal fluid is 
increased in all but one of the following: 
1. Intracerebral lymphoma 
2. Meningeal lymphoma 
3. Metastatic carcinoma 
4. Meningitis 
Degenerative central nervous system siates 


10. Certain restrictions to flying are exercised in all 
but one of the following: 
1. Diabetics 
2. Infants under 6 weeks of age 
3. Patients recovering from recent myocardial infarction 
4.)Patients with peptic ulcer 
5. Pregnant patients close to term 
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11. Tietze’s syndrome is: 
1. Ovarian fibroma with pleural effusion 
2. Progressive, fluctuating muscular rigidity 
3, Hypermagnesemia 
Hypophosphatasia 
G Painful swelling of costochondral cartilages 


12. Septal lines refer to: 

1. Vertical lines seen in roentgenograms of patients with 
aortic stenosis 

2. Oblique lines seen in the roentgenograms of patients 
with tricuspid stenosis 
Horizontal lines seen in the roentgenograms of pa- 
tients with mitral stenosis 

4. Horizontal lines seen in the roentgenograms of pa- 
trents with pulmonic stenosis 

5. Horizontal lines seen in the roentgenograms of pa- 
tients with interatrial septal defect 


13. Bacteroides group of organisms are usually resistant 
toall but one of the following: 

Tetracycline 

2. Neomycin 

3. Penicillin 

4. Novobiocin 

5. Oleandomycin 


14. BCG vaccination should be used in: 
1. All contacts of patients with tuberculosis 
2. Children under the age of 2 years 
)Medical students and nurses who are exposed to 
tuberculosis 
4. All laboratory personnel 
5. Employees in industry 


15. Tuberculosis of the esophagus occurs by all but 
one of the following routes: 
xtension from tuberculosis of the stomach 
2. Infection of esophageal mucosa from tuberculous 
sputum 

3. Extension from laryngeal and pharyngeal lesions 

4. Contiguous extension from hilar nodes 

5. Hematogenous involvement 


16. In distinguishing contaminants from pathogens on 
culture of a specimen of urine, a satisfactory “rule 
of thumb” depends on: 
1. Bacterial motility 
2. Whether the organisms are Gram-positive or Gram- 
—~ negative 
G,. The finding of organisms on Gram stain of a non- 
centrifuged, fresh specimen of urine 
4. Sensitivity of the bacteria to sulfonamides 
5. Sensitivity of the bacteria to penicillin 
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17. Radioisotopes have been put to all but one of the 
following uses: 
1. Cobalt-tagged vitamin By has been used to verify 
the diagnosis of pernicious anemia 
2. Radwactive iodine has enabled diagnosis and treat- 
ment of thyrotoxicosis 
3. Radwactive gold has been instilled into the pleural 
space for control of effusions due to malignant 
neoplasm 
4. Radwoisotopes have been used in oil pipelines to assist 
in delivery of oil 
5. Radioactive phosphorus has been used in treatment 
of agnogenic hemolytic anemia 


18. A 56-year-old man consults his physician because of 
heartburn after meals. The symptom has been present 
for three months. It is relieved by antacids, is ag- 
gravated at times when the patient lies down soon 
after eating. Occasionally it has awakened him during 
the night. More recently there has been slight dysphagia 
and occasionally a little regurgitation of sour material 
into the mouth when the patient bends over at garden- 
ing. The probable diagnosis is: 

1. Traction diverticulum of the esophagus 

2. Cardwspasm 

3. Gastric cancer 

hernia 
Duodenal ulcer 


19. The lesion shown on the patient’s lip in the 
accompanying photograph has been present for a long 
time. An expert has said that it is an example of 
“lentigo.” It should be: 

1. Biopsied 
Excised 
* 3. Treated by x-ray 

)Left alone 

5. Handled in some way not described in the preceding 


choices 
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20. A 39-year-old woman is brought to the hospital 
by the rescue squad from a department store where 
she had been shopping. She is stuporous, incoherent 
and sweating. The pulse rate is 110; B.P., 100/70; 
respiratory rate 22. Examination is otherwise not 
remarkable except that Babinski reflexes are present 
bilaterally. A card in her purse indicates her name 
and age and the fact that she is a diabetic. Urine 
obtained by catheter gives a positive test with Bene- 
dict’s reagent. Immediate treatment should be: 
1. Oxygen by mask 
Concentrated glucose solution intravenously 
‘3. Regular insulin intravenously 
4. Calcium gluconate intravenously 
5. Nothing until reports are available on blood glucose 
and carbon dioxide combining power 


21. A 32-year-old farmer sustains a laceration of the 
eyeball from a piece of metal. Emergency treatment by 
the family physician should include: 

1. Débridement of prolapsed iris, bandaging of both 


eyes 
C3) Booster dose of tetanus toxoid, sterile bandaging of 
both eyes 
3. Application of boric acid ointment, bandaging of 
both eyes 
4: Application of penicillin ointment, bandaging of 
both eyes 
5. None of the foregoing choices 


22. Referral of a patient by the family physician to a 
psychiatrist for treatment is likely to be more effective 
if the patient has not developed an attitude of depend- 
ency toward the family physician: 

1.) The statement is true 

. The statement is false 
3. The statement is true but it has no practical sig- 
nificance 
4. The statement is true only for adult patients 
5. The statement is true only for children 


23. During July, a physician practicing in a suburban 
community encounters a succession of sick children 
in whom the following features are noted: (1) sudden 
onset of illness; (2) fever lasting one to four days; 
(3) sometimes vomiting; (4) sometimes sore throat or 
dysphagia; (5) sometimes papules, vesicles or small 
ulcers in the throat. He is probably witnessing an 
outbreak of: 

1. Atypical poliomyelitis 
/2. Herpes simplex 

3.\Herpangina 

¥ Diphtheria in immunized children 

5. Streptococcal infection 
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24. The chances are, in patients having cholelith asis, 
that there will be stones also in the common bile 
duct in: 
~1. 15 to 20 per cent of cases 

2. 3 to 5 per cent of cases 

3. 20 to 30 per cent of cases 

4. 1 to 2 per cent of cases 

5. 30 to 40 per cent of cases 


25. Treatment of chronic myelogenous leukemia with 
Myleran, an alkylating agent, has: 

1. No effect on the course of the disease 

2. Been shown to have an effect equivalent to x-ray 

treatment 

3. An aggravating effect on the disease 

4. A beneficial effect greater than any other agent 

5. A value not described in any of the foregoing choices 


26. Chlorothiazide has been shown to complement 
the effects of antihypertensive drugs in the treatment 
of high blood pressure: 
1. The statement is false 
2. The statement is true but has no practical significance 
3. The statement is true, and the effect of chlorothiazide 
ts related to actions that have nothing to do with its 
diuretic power 
4. The statement is true, and this quality is unique for 
chlorothiande among diuretic agents 
5. The statement is true, but this quality is shared by 
other diuretic agents 


27. A 28-year-old woman complains of aching in the 
muscles of joints. for two months. There has been 
fatigue and malaise plus slight afternoon fever. More 
recently, pleuritic chest pain has developed on the 
left side. There are signs of pleural effusion on the 
left. Laboratory studies reveal moderate anemia, normal 
kidney function and a positive serologic test for syphilis. 
Tuberculin test is negative. The next step in this case 
would be: 

1. Administer penicillin 

2. Administer isoniand 

3. Repeated blood cultures 

4. Search for “L.E.” cells 
5. None of the foregoing choices 


28. During the influenza epidemic of the winter of 
1957-58 in the United States, the mortality was highest 
in: 

1. Women 

2. Nonwhites 

3. Smokers 

4. Office workers 

5. The very young and the aged 
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Clinicopathologic Conference 


The protocol for this conference was prepared from a hos- 
pital chart. The clinical discussion was derived from a 
recording of the extemporaneous remarks of a clinician 
who had studied the protocol but was otherwise unfamiliar 
with the case. Readers are invited to study the case presen- 
tation and the clinical discussion, and to decide whether or 
not they agree with the discussor. The final part of the 
conference—the findings at autopsy—ts printed on page 
205.— Mepicat Eprror 


Case Presentation 


A 36-YEAR-OLD MAN was admitted to the hospital with 
malaise and fever of five days’ duration. Four weeks 
prior to admission, he had “caught a cold.” As symp- 
toms of upper respiratory infection subsided, he had 
developed dull, aching left lower chest pain that was 
made worse by coughing. During the week prior to 
admission, he noted generalized malaise, fever and 
chills. His cough which had been dry became produc- 
tive of a slight amount of blood-streaked sputum. 

Past medical history and review of systems were en- 
tirely noncontributory. 

On physical examination, the patient was well de- 
veloped and well nourished, in mild acute distress. 
Rectal temperature was 104°F., respirations 26, pulse 
120 and blood pressure 120/80. Head and neck were 
normal except for inflammation of the nasal and 
pharyngeal mucous membranes. Chest excursions were 
symmetrical. There was slight tenderness to percussion 
over the left lower chest. Percussion was otherwise 
normal and breath sounds were normal. There were no 
tales. Heart, abdomen, rectum and genitalia were 
normal. There were no skin color changes or edema. 
Homans’ sign was negative. Neurologic examination 
was normal. 

Repeated blood counts and urinalyses were normal. 
Serologic test for syphilis, repeated blood cultures and 
agglutination studies were negative. Cerebrospinal 
fluid was normal. The initial chest x-ray showed in- 
filtrations in the left lower lobe and above the right 
hilum. Four days later there was opacification of the 
right upper lobe. Heart size was normal. 

Large doses of penicillin were started soon after 
admission, and 12 hours later the patient was afebrile. 
On the second hospital day, the right upper anterior 
chest was dull to percussion. Bloody sputum and 
pain in the left chest, worse with coughing and deep 
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inspiration, continued. The left thigh and calf were 
tender, without color or gross temperature changes. 
Bronchoscopy on the sixth hospital day was negative. 
Anticoagulant therapy was begun on the seventh 
hospital day as left calf tenderness persisted. 

On the eighth day, the patient complained of 
excruciating pain in the left leg. Examination revealed 
no change except increased tenderness. Meperidine 
only partially controlled the pain. There was no fever 
and the pain gradually subsided. He awoke the next 
day with severe pain in both legs that became pro- 
gressively worse. The left leg became numb. Both 
legs were cool, the left more so than the right. Femoral 
pulses, at first weak, now disappeared. Dorsalis pedis 
and posterior tibial pulses were absent. The patient 
died suddenly as preparations were being made for 
surgical operation. 


Clinical Discussion 


This patient’s problem is characterized by acute 
peripheral vascular disease involving both the venous 
and arterial systems of the lower half of the body. 
His illness began with what may be accepted as an 
upper respiratory infection. Its character soon changed, 
however, in that symptoms suggestive of a pulmonary 
infarct developed. These consisted of the dull, aching 
pain in the left side of the chest and the appearance 
of blood streaking in the sputum. At the same time, 
systemic manifestations of an infection were present 
in the form of fever and chills. On physical examina- 
tion, the highly significant finding of tenderness to 
percussion over the left lower chest was noted, thus 
strengthening the suspicion of a pulmonary infarct. 
The remainder of the physical examination at that 
time was normal, except for an elevated temperature. 

The early part of the hospital course was marked 
primarily by changing lung signs, both by x-ray and 
by physical examination. The appearance of tenderness 
in the left thigh and calf made the suspicion of a 
pulmonary infarct virtually a certainty. Apparently 
the same thought was in the minds of those in at- 
tendance, for in addition to penicillin, anticoagulant 
therapy was started. Within 24 hours, the nature of 
the disease changed rather abruptly with the ap- 
pearance of signs and symptoms suggesting arterial 
occlusion located perhaps in the lower part of the 
aorta. As preparations for surgery (presumably aortic 
embolectomy) were being made, the patient died 
suddenly, perhaps as the result of further and more 
massive pulmonary embolization. 

The early part of this patient’s illness presented a 
puzzling mixture of signs of both pulmonary infection 
and pulmonary infarction. His infection came first 
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and may be unrelated to the subsequent course of 
events, except for the speculation that a lung which 
is the seat of an infection may turn a bland infarct 
into a septic infarct. It seems unlikely that his pul- 
monary infarctions were septic, inasmuch as their 
source is clearly the veins of the lower extremities, 
and such infarcts are almost always bland. The usual 
causes for septic infarcts are not present here, such as 
a bacterial endocarditis or a history of drug addiction 
with unsterile intravenous injections. 

We must then consider why a 36-year-old man 
should indeed develop phlebothrombosis during the 
course of a respiratory infection. The usual predispos- 
ing causes, such as obesity, congestive failure, poly- 
cythemia, are not present, nor is there any evidence 
to suggest a visceral carcinoma. Perhaps an old, un- 
remembered injury to one leg and its venous system 
served as the initiating focus. It should be remembered 
that the left thigh and calf, although tender, cannot be 
presumed to be the source of the emboli since they 
may well have arisen from a silent phlebothrombosis 
on the other side. 

The abrupt change in the patient’s illness one day 
following the initiation of anticoagulant therapy would, 
at first, suggest the possibility of a relationship between 
the two. It is unlikely, however, that the patient’s 
clotting mechanism had been seriously impaired in 
only 24 hours, particularly if the anticoagulants 
chosen were of the coumarin derivatives. Moreover, 
the signs of arterial occlusion do not in themselves 
suggest a hemorrhagic complication. 

How then, may we relate the acute arterial disease 
to the patient’s preceding illness? Bacterial endo- 
carditis has been mentioned earlier in another con- 


text; but here again it seems unlikely, first, because 
endocarditis involving the valves on both sides of the 
heart is rather uncommon; second, there weic no 
changing murmurs or other evidences of a valvular 
destruction in this patient; and third, there was an 
apparent extracardiac source for the pulmonary in- 
farctions. Thromboangiitis obliterans, while involving 
both veins and arteries, may be dismissed from further 
consideration here because the venous disease in that 
case is a superficial, migrating disease and the arteries 
involved are not the large major trunks which we are 
presuming were involved in this case. Abdominal 
dissection of an aneurysm seems unlikely for it does 
not explain the venous disease and the pulmonary 
disease. 

This patient brings to mind a rather uncommon 
situation in which emboli arising in the venous circula- 
tion may gain access to the arterial circulation through 
a defect in the interatrial septum. The name “‘paradoxic 
embolism” has been applied. An objection may be 
raised in that no murmurs suggesting such a septal 
defect were heard. It is possible, for example, that 
if this patient did have an interatrial septal defect, 
the hole was occluded by trapped clot for a major 
portion of his observed illness, and that pieces of it 
broke off to gain access to the arterial circulation late 
in the disease. 

I would therefore suggest that this patient had, first, 
a bacterial pneumonia; secondly, phlebothrombosis of 
the deep veins of both legs; thirdly, multiple pul- 
monary infarctions; fourthly, interatrial septal defect, 
and last, paradoxic embolization to the lower aorta 
or common iliac arteries. His mode of death was 
probably by way of a final pulmonary embolus. 
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AIR POLLUTION PROBLEMS are as varied as the activities of people themselves . . . The problems 
met in air conservation are extremely complex and need the cooperative assistance of many 
scientific and technical disciplines. There is hardly any field of human endeavor that is not 
touched. The student of environmental hygiene has, as his laboratory, hundreds of square 
miles; as his chemicals, about everything a population emits to the air—in other words, a 
mixture representing a sizable portion of the inorganic and organic chemicals. His accom- 
plishments have to be attuned to a population so varied in reactions and responses that an 
‘taverage”’ person has no meaning in his problem. Entering into and often interfering with the 
normal occupations of the community, he has to be endowed with diplomatic and legal talents. 
The increased importance of his job in protecting the cleanliness of the air is felt in many 
quarters, and several universities and federal agencies have started courses in practical and 
theoretic aspects of air pollution control. Needed, too, are engineering studies to lead to 
the improvement of existing methods and to the invention of more efficient and economic 
processes to deal with old and new problems in air pollution.—A. J. Haacen-Sarr, Scrence, 
128: 869, 1958. 


Conservation of Air 
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The ‘Look’ of a Cardiac 


(Medical Society of the District of Columbia, Washington, 
Nov. 24.) THE MALAR FLUSH of mitral stenosis and the 
pallor of aortic stenosis are overrated as diagnostic 
signs, but there are some other facial clues that are of 
considerable importance in diagnosis of cardiovascular 
diseases. When a young woman develops a flush at the 
base of the throat while you are taking her history, 
and the flush spreads upward toward the jaw—even 
involves the face sometimes—consider that she has 
hypertensive cardiovascular disease or will get it in 
the future. Then there is the olive tint to the face in 
tricuspid stenosis—a color that results from a mixture 
of cyanosis, pallor and a little icterus. When the pa- 
tient is a middle-aged man whose face looks suffused, 
emphysema with chronic cor pulmonale is a strong 
possibility. In thyrocardiacs, the facies are salmon- 
colored and the hair is often prematurely gray.— 
SamueL A. Levine, M.D., Peter Bent Brigham Hospital, 
Boston. 


leprosy Vaccine? 


(Seventh International Leprosy Congress, Tokyo, Nov. 
19.) BCG vaccine apparently confers protection 
against leprosy, and further experiments on this 
observation are planned. In a government project 
involving children whose parents had leprosy, 133 
youngsters received BCG and only two developed 
leprosy. But among 33 not given the vaccine, 14 
contracted leprosy.— Dr. Koj1 Takenaka, Tokyo. 


Cold Agents 


(Medical Society of the District of Columbia, Washington, 
Nov. 25.) Two RECENTLY ISOLATED hemadsorption 
viruses may cause up to 18 per cent of common colds 
and other respiratory illnesses in children. They 
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“may be among the more important contributors to 
the ‘common cold’ syndrome and its various cousins.” 
—Dr. Rosert W. Parrott, Children’s Hospital, 
Washington. 


Dangerous ‘Orphans’ 

(American Medical Association, Minneapolis, Dec. 2.) 
AT Least Four of the viruses once labeled “orphan,” 
because they were not known to cause any disease, 
apparently do cause aseptic meningitis. Included now 
in the ECHO virus nomenclature, they are viruses 
types 4, 6, 9 and 16. Evidence linking the four to 
aseptic meningitis was discovered in studies of localized 
outbreaks occurring during the last several years in 
Iowa, Massachusetts, New York, Connecticut, Milwau- 
kee and Boston. Thousands of cases of meningitis 
were attributed to these viruses.—Dr. Tom D. Y. 
Cun, Communicable Disease Center, Kansas City, Kan. 


Drug Evaluation 


(Arthritis and Rheumatism Foundation, New York, 
Nov. 17.) A NATIONAL sTUDY evaluating activity of 
arthritis drugs is being undertaken with cooperation 
of arthritis clinics to end “confusion among practi- 
tioners, bewilderment among patients and prosperity 
among charlatans.”’ Confusion has resulted from disa- 
greement among equally competent clinicians as to 
the value and limitations of many therapeutic agents. 
The clinics during the five-year study will evaluate 
successively the various drugs which are known to be 
helpful and reasonably free of hazards. These may 
range from aspirin through recent steroids. ‘We will 
try to simplify the job of the physicians and, by the 
same token, frustrate the charlatans.”"—Dr. Joseru 
J. Bunm, National Institute of Arthritis and Metabolic 
Diseases, Bethesda, Md., and president of the American 
Rheumatism Association. 
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Measles Hazard 


(U.S. Public Health Service announcement, Washington, 
Nov. 28.) For THE FIRST TIME since 1944, measles 
caused higher mortality than polio in the United States 
in 1957. There were 410 deaths from measles, and only 
220 from polio, with an official crediting this reduction 
largely to use of the Salk vaccine. At least one drug 
firm, Eli Lilly & Co., hopes to perfect a measles vaccine 
within a year, using killed virus, a company official 
announced. 


Carcinogenic Air 


(National Conference on Air Pollution, Washington, 
Nov. 28.) A DEFINITE RELATIONSHIP has been established 
between cancer and atmospheric pollution. ‘Cancers 
can be produced in animals using concentrates of urban 
smog. We know that lung cancer death rates in the 
largest cities are twice as high as those in nonurban 
areas. In law, the suspect is innocent until his guilt has 
been proved beyond reasonable doubt. In the protec- 
tion of human health, such absolute proof often comes 
late. To wait for it is to invite disaster.”°—Dr. Leroy 
Burney, surgeon-general, Public Health Service. 


Auto Exhausts 


(Ibia., Nov. 28.) SctenTiFIc sTUDIES now show motor 
engine exhausts are responsible for half of all air 
pollution in cities. “In addition to eye and respiratory 
irritation, the increasing incidence of lung cancer is 
quite as referable to increased city traffic exhausts as 
to cigarettes.” Auto manufacturers should concen- 
trate “on the essential but tough job of controlling 
exhausts.” — Dr. Cuauncey D. Leake, assistant dean, 
College of Medicine, Ohio State University. 


Reflex Impairment 


(Symposium on Vitamin Interrelationships, Richmond, 
Va., Oct. 24.) As MEasuRED by conditioned reflex, 
deprivation of pyridoxine for even a few days leads to 
mental impairment. Adult dogs were taught to dif- 
ferent’ate between two tones or visual stimuli by 
movement of the foreleg. Dogs began to lose this 
conditioned reflex after four or five days of complete 
absence of Bg from an otherwise normal diet. The loss 
of function was pesca than that caused by mild in- 
toxication with alcohol, or four hours’ exposure to an 
altitude of 20,000 feet. Normal function was restored 
by return to a normal diet.—Dr. W. Horstey GantrT, 
director of the Pavlovian Laboratory, the Johns Hopkins 
University School of Medicine. 


Speedy Diagnosis 


(American Society of Clinical Pathologists, Chicago, Nov, 
4.) PresENcE of certain infectious bacteria in the blood 
stream can be diagnosed within one or two hours after 
blood is collected. The method has succeeded in diag. 
nosing plague, rabbit fever and anthrax from smears 
of animal blood, and may prove useful in detecting 
other diseases. Blood smears are covered with a 
fluorescent solution of antibodies and then examined 
under ultraviolet light to see if antibodies became 
attached to bacteria present in the smear.— Drs. Joun 
D. Wurre and Grorce P. chemists, and 
Gerorce Svarnas, Army Biological Warfare Laboratories, 
Fort Detrick, Md. 


Disease vs. Disaster 


(Gerontological Society, Philadelphia, Nov. 7.) Cancer 
and cardiovascular diseases will be conquered, but 
the elimination of these degenerative diseases—at 
first glance a blessing—‘“‘could easily constitute a 
major disaster.” For then the majority of Americans 
would live to reach ages of 80 to 100, well beyond the 
age level upon which all insurance, social security 
and annuities now are based. Unless we begin plan- 
ning now, “we could quickly see the bankruptcy of 
our insurance companies and financial embarrassment 
of our federal government. . . . There is most urgent 
need for establishment of commissions or councils to 
analyze the impact of advances or possible advances 
in medicine on the structure of our population.”— 


Dr. AuserT I. Lansinc, University of Pittsburgh 


Frog Jonah 


(University of Minnesota announcement, Minneapolis, 
Nov. 8.) A DOG’s STOMACH was cooled by inserting a 
balloon and pumping a cooling solution into it. Then 
a frog was put inside his stomach, and another in 
the stomach of a normal dog. Thirty-six hours later, 
the frog in the cool stomach was still alive and com- 
pletely unharmed, whereas, the other frog died and 
was partially digested in six hours. Since this indicated 
cooling of suspended normal digestive processes and 
normal secretions of gastric acids, cooling of the 
stomach was done in ten patients who were threatened 
by death from bleeding ulcers. Bleeding was halted 
in nine of these patients. No cure, the technique per- 
mits treatment by surgery or other methods, and ap- 
parently constitutes no hazard to the patient.— Dr. 
Hartan D. Roor and Dr. Owen WacenstTEEN, Uni- 


versity of Minnesota. 
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Phenylpropanolamine HCl 


Q. What are the pharmacology, dosage and sid» effects 
of phenylpropanolamine HCl ? 


A. Phenylpropanolamine HCl, which is a white, 
crystalline powder, with an odor resembling that of 
benzoic acid, is freely soluble in water and in alcohol, 
and insoluble in chloroform and ether. Aqueous solu- 
tions are neutral to litmus. The base differs from 
amphetamine in having a hydroxyl group in the side 
chain; it occurs naturally in species of ephedra, also 
in Catha edulis. 

Phenylpropanolamine is slightly less active than 
amphetamine in its effects on the circulation and ap- 
parently has little if any psychic stimulative action. 
Despite the findings of Tainter that it possesses no 
bronchodilating powers, it has been employed by 
Boyer (J. Allergy, 1938, 9, 509) and others in the 
treatment of asthma and other allergic conditions with 
considerable benefit. The advantages claimed for it 
are that it can be taken by mouth without producing 
the nervous symptoms characteristic of amphetamine, 
and with no other unpleasant symptoms. Hirsh (J. 
Med., 1939, 20, 84) reported that it is useful to kill the 
appetite in the treatment of obesity, as it does not 
produce nervous disturbances. Phenylpropanolamine 
also has been recommended for use in combating fall 
in blood pressure during surgery in which spinal 
anesthesia is employed (Lorhan and Mosser, Ann. 
Surg., 1947, 125, 171). Locally, in strengths of about 
1 per cent, the agent is used to shrink the mucosa in 
thinitis. 

The recommended oral dose is 25 to 50 mg. ad- 
ministered at three- to four-hour intervals as indicated. 
Topically, as a 1 to 3 per cent jelly or solution, the 
agent may be instilled or used in an atomizer every 
two to three hours. In overcoming hypotension in 
surgery, 1 ml. (50 mg.) may be administered intra- 
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Readers are enceuraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


muscularly or intravenously slowly. Propadrine hy- 
drochloride is available in a 1 and a 3 per cent solution 
preserved with 0.5 per cent chlorobutanol, an elixir 
containing 4 mg. per ml. and 25- and 50-mg. capsules. 


Mumps Vaccine 


Q. In the February, 1958 issue of GP, Griebleand Jack- 
son give a favorable report on the use of mumps vac- 
cine in preventing or modifying mumps in adults, 
stating specifically that a skin test and vaccination 
can be given to exposed persons with good results. In 
the June, 1958 issue, the consultant to Information 
Please makes a very different implication in his 
answer about the value of mumps vaccines. He states 
there are very few studies which show some protection 
from the vaccine. 

This has recently been an important question in 
my practice, with a large epidemic of mumps among 
both children and adults. I would like some more 
specific statistics concerning the effectiveness of mumps 
vaccine to help me decide whether I should continue to 
recommend it to my patients. 


A. The question points up the divided opinions re- 
garding the value of mumps vaccine in preventing or 
modifying mumps in adults. Sufficient studies with 
controlled observations have not been made to answer 
the question with specific statistics. Studies have 
shown that antibodies that inhibit the virus appear in 
the serum of most persons after the administration of 
mumps vaccine. 

On the other hand, administration of mumps vaccine 
does not always prevent the subsequent contraction of 
mumps virus infection. The data available do seem to 
show that extraparotid mumps can be either prevented 
or ameliorated by mumps vaccine given within a few 
weeks or months after exposure. It seems equally likely 
that the administration of vaccine will not materially 
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influence the course of infection in a tissue that already 
harbors the virus. Thus, the administration of vaccine 
to an adult after exposure is unlikely to affect the occur- 
rence of parotid mumps, but might possibly prevent or 
ameliorate orchitis and other extraparotid mumps in- 
fection. There is general agreement that children need 
not be vaccinated except under unusual circumstances. 


Staining Technique for Alkaline Phosphatase 


Q. In GP for December, 1958, the article by McCurdy 
. on leukemia and leukemoid reactions mentioned the 
alkaline phosphatase content of the leukocytes as a 
diagnostic criterion. What is the technique for stain- 

ing white cells for alkaline phosphatase ? 


A. The alkaline phosphatase technique is as follows: 


A. Reagents 

1. Acetone 

2. Alpha-naphthol phosphate 

3. Naphthanil diazo red R.C. 

4. 10% sodium barbital (buffer)—pH $.6—10 

5. 10% magnesium sulfate 
B. Method 

1, Fix cover slips of peripheral blood smear with 
acetone for three minutes in coplin jars. Wash thor- 
oughly with tap water to remove acetone. 

2. While cover slips are fixing, mix the following in a 
stopped graduate :— 

3 ml. sodium barbital solution 

12 ml. distilled water 

3 scoops (10 to 15 mg.) naphthanil diazo red 

3 scoops alpha-naphthol phosphate 

2 drops 10% magnesium sulfate 

3. Immerse washed cover slips in the mixture for 20 
minutes. 

4. Wash thoroughly with tap water and immediately 
counter strain with hematoxylin for contrast. 

5. Mount with melted glycerine jelly (1 drop of 
heated material on the cover slip before it is applied 
to the slide). 

6. The bright red cells are alkaline phosphatase 


positive. 


Penicillin-Resistant Staphylococci 


Q. Please discuss the relative merits of various anti- 
biotics that might be used in the treatment of serious 
infection due to penicillin-resistant staphylococci. 


A. During recent years there has been great emphasis 


on the role of antibiotic-resistant staphylococci in 
hospital-acquired infections. There is general agree- 
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ment that the use of penicillin and the tetracyciines 
has been associated with the emergence of staph ylo- 
cocci resistant to these drugs. At the present time 
greater than 80 per cent of staphylococci isolated in 
most hospitals are inhibited im vitro by therapeutic 
concentrations of chloramphenicol, erythromycin, 
novobiocin, oleandomycin, ristocetin, vancomycin and 
kanamycin. 

It has not been clearly established that one of these 
antibiotics is superior to the other, various authors 
having reported successes with each. The last three 
named can be administered only by parenteral routes. 
The clinician, therefore, has a wide choice among this 
group. 

Factors other than in vitro activity such as untoward 
reactions, and problems of administration must neces- 
sarily be considered. Since all strains of staphylococci 
are not uniformly sensitive to most of these agents, in 
vitro sensitivity tests are strongly recommended as a 
guide to therapy. 

The major problem in treating severe staphylococcal 
infections is not so much a matter of selecting an effec- 
tive antibiotic as it is the institution of specific ther- 
apy prior to localization of the infectious process in the 
patient’s vital organs. Therefore, the importance of 
instituting vigorous therapy promptly cannot be over- 
emphasized. 


Polio Vaccine: Fourth Dose 


Q. Recently Dr. Salk has advised physicians that a 
fourth injection of polio vaccine is not necessary. Some 
physicians are giving four injections. What is the 
current opinion regarding this question ? 


A. Dr. Salk’s advice is based upon the results of his 


‘studies which indicate that antibodies persist long 


enough after three doses to suggest that a fourth is not 
needed at this time. Those who give a fourth dose 
feel that they provide added insurance thereby. 


Renal Failure in Lupus 


Q. What is the treatment for disseminated lupus 
with acute renal failure ? How successful is the treat- 
ment ? 


A. There is no known treatment for acute renal failure 
due to involvement of the kidneys by disseminated 
lupus erythematosus. Measures effective for other mani- 
festations of lupus do not favorably affect the renal 
lesion. I have never seen, read or heard of a well- 
documented case in which there was recovery from 
anuria due to lupus. 
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Pathogenesis of Hamman-Rich Syndrome 


THE SYNDROME of diffuse interstitial pulmonary fibrosis 
of unknown etiology is also known as the Hamman- 
Rich syndrome. The etiology of this symptom com- 
plex, if indeed there is a single etiology, is obscure. 
Among the suggested causes have been chemical irri- 
tation, viral infection, interference with complete reso- 
lution of pneumonic exudates following the use of 
chemotherapy, leading to a higher incidence of fibro- 
blastic organization, and allergy. 

Read lends support to the allergic theory. The pres- 
ence of eosinophils in the pulmonary lesions is at 
least compatible with, though not. pathognomonic of 
allergic inflammation. The same might be said for 
the hyperglobulinemia. The familial occurrence of this 
syndrome points to a genetically influenced mode of 
tissue reaction rather than to a specific infective cause. 
A familial incidence has been noted in other diseases of 
presumed allergic origin. The response of at least 
some patients to corticotrophin or adrenal steroids 
might be advanced in collateral support of a hyper- 
sensitivity hypothesis. 

The final feature supporting an immune basis, and 
one that correlates closely with experimental studies, 
isthe morphologic resemblance between various stages 
of the Hamman-Rich syndrome and lesions found in 
the lungs in a number of conditions commonly re- 
garded as being based on hypersensitivity. Acknowl- 
edging the widely divergent views held on the etiology 
of some, all are regarded by a number of competent 
observers as a manifestation of tissue hypersensitivity. 
These diseases include polyarteritis nodosa, systemic 
lupus erythematosus, Wegener’s granulomatosis, rheu- 
matic fever, rheumatoid arthritis and scleroderma. In 
each of these diseases there are pathologic features 
similar to the Hamman-Rich syndrome. 

The Hamman-Rich syndrome and the above-men- 
tioned diseases show considerable resemblance in the 
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pulmonary lesions. Both groups show, in the earliest 
phase, an acute reaction involving primarily the alveo- 
lar septa with some overflow into alveolar spaces. 
Mononuclear cell proliferation, with occasional giant 
cell formation in both spaces and septa, follows, with 
prominence of the alveolar lining epithelium. Fibro- 
blasts invade the alveolar walls, and reticulin and 
finally collagen are deposited in increasing amounts. 
Interstitial fibrosis, with hyalinization and loss of 
capillaries and cellular elements, occurs in the chronic 
stages. ‘ 

This circumstantial evidence is lent further support 
by the occurrence of the similar pathologic process in 
recent experimental studies of tissue allergy in the 
lung. Pneumonotoxic pneumonia has been produced 
by intratracheal injection of rabbit anti-rat-lung serum 
in rats. The pathologic findings in the rabbits were 
similar to those observed in the Hamman-Rich syn- 
drome. (Am. Rev. Tuberc., 78: 353, 1958.) 


Ligation of Internal Hemorrhoids as an Office 
Procedure 


INTERNAL HEMORRHOIDS frequently occur independently 
of other anal disorders. When patients are bleeding 
from internal hemorrhoids with no other condition to 
complicate the bleeding, Blaisdell has devised a tech- 
nique of ligation of the internal hemorrhoids that may 
be done safely as an office procedure. The accessibility 
and insensitivity of the internal hemorrhoids have made 
this procedure feasible. 

An anoscope is inserted and the hemorrhoid grasped 
and a noose with a slip knot is placed about the base. 
A specially designed instrument is used to aid in this 
maneuver. 

The author has used this technique for three years 
with very few complications. There have been no more 
recurrences than with other techniques. (Am. J. of 
Surg., 96: 401, 1958.) 


127 


n 
ic 
1, 
d 
~ | | = 
€ 
| | 
is | 
ci 
al 
C- 
r- 
of 
ne 
he 
ot 
se 
us 
at- 
re 
ed 
ni- 
ral 


Salicylate Poisoning in Children 


Tuer: have been recent deaths in children due to the 
accidental ingestion of methyl salicylate (wintergreen 
oil). This has prompted Cann and Verhulst (National 
Clearinghouse for Poison Control Centers, U.S. Public 
Health Service) to review the problem of salicylate in- 
toxication. 

In 1956, 18 per cent of all accidental poisoning 
deaths in children under 5 years of age were due to 
salicylates. (Salicylates were second only to petroleum 
products.) The toxicity of methy] salicylate is especially 
unappreciated by both physicians and the general 
public. These authors describe three fatal cases of 
methyl salicylate ingestion in children 2 to 24% years 
old. In two of these cases, physicians failed to im- 
mediately attempt to empty the stomach, and proper 
therapy was delayed. 

A teaspoonful of wintergreen oil contains 45 grains 
of salicylate, and can be fatal to a child. The stomach 
must be emptied promptly in all cases of accidental 
ingestion. Mild intoxication may be remedied by this 
procedure alone. Methyl salicylate delays emptying of 
the stomach into the duodenum so that gastric lavage 
may be effective as long as four to six hours after in- 
gestion. 

Salicylate intoxication is characterized by initial 
alkalosis, then acidosis. Hyperpnea is due to direct 
stimulation of the respiratory center. The acidosis is 
due to renal excretion of bicarbonate, accumulation of 
organic acids, and ketosis due to disruption of nor- 
mal carbohydrate metabolism. The hypoprothrombi- 
nemic effects of salicylates are well known. They also 
may cause hypofibrinogenemia and widespread capil- 
lary damage. 

Treatment then consists of fluids and rational elec- 
trolyte therapy. Vitamin K may be needed. Oxygen 
may help convulsions ; barbiturates and opiates are con- 
traindicated. Hemodialysis and exchange transfusions 
are effective measures for removal of the toxin if used in 


time. (J. Pediat., 53: 271, 1958.) 


Fatal Miliary Tuberculosis in an Immunized Child 


Hinben stares that while it is generally accepted that 
BCG immunization affords good protection against 
tuberculosis, this protection is not absolute and oc- 
casionally breaks down. The author reports a case of 
miliary tuberculosis in an immunized child which 
ended in death. It is probable that the child acquired 
an immunity as the result of his vaccination which 
then weakened. He was then subject to superinfection 
probably from his phthisical aunt, and this overcame 
whatever residual protection he still retained, thus 
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causing the generalized infection to which he firally 
succumbed. The evidence does not implicate the BCG 
as the cause of the fatal disease. 

Miliary tuberculosis is now rarely fatal, even in the 
unprotected. The lesions are small and well supplied 
with blood so that chemotherapy has excellent condi- 
tions in which to work. The reason why the drugs 
failed to save the child was discussed. The post-mortem 
evidence showed that in fact they had not failed to deal 
with the infection. The organisms were dead, the in- 
flammation was not active and the lesions were healing. 
However, scarring was so widespread that it put an 
intolerable burden on the child’s heart and the actual 
cause of death was heart failure. (Brit. J. Tuberc., 
52: 264, 1958.) 


Large Doses of Isoniazid for TB 


CHRONIC CAVITARY PULMONARY TUBERCULOSIS with the 
persistence of tubercle bacilli in the sputum in spite 
of long-term antimicrobial therapy and excellent sana- 
torium care is a constant and disturbing problem, ac- 
cording to Kirshner. Indications that larger-dose isonia- 
zid therapy may be more effective and the suggestion 
that the addition of pyridoxine may prevent toxicity 
stimulated interest in treating such patients with mas- 
sive doses of isoniazid in association with pyridoxine. 

The author treated 34 patients with chronic cavitary 
tuberculosis who had failed on therapy with strepto- 
mycin, PAS and isoniazid for more than 12 months. 
The patients with the longer histories had received 
viomycin, cycloserine and an analogue of isoniazid. 
Tubercle bacilli in the sputum were resistant to strepto- 
mycin, PAS and isoniazid. 

The patients received 20 mg. of isoniazid per kg. 
plus 1 mg. of pyridoxine per kg. daily. Paresthesias 
were common but transient. Peripheral neuropathy was 
not observed in any patient on this dose regimen. There 
were no toxic effects on the bone marrow, liver or kid- 
ney. 

The clinical course of the disease was unchanged. 
Tubercle bacilli continued to be discharged in the 
sputum, and there were no significant roentgeno- 
graphic alterations. Progression of the disease did not 
occur and since all the patients with chronic disease 
had organisms in the sputum resistant to streptomycin, 
PAS and isoniazid, it is possible that massive-dose 
isoniazid used with streptomycin and PAS was a factor 
in preventing extension of the tuberculous process. 

The author concludes that the massive-dose isoniazid 
regimen is of questionable value in tuberculosis that has 
failed to respond satisfactorily to other chemotherapies, 
including the conventional dosage of isoniazid. (Am. 
Rev. Tuberc., 78: 474, 1958.) 
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Results of Therapy in ‘Stress’ Syndromes 


Grace, Pinsky anD Wotrr conducted a long-term 
evaluation of therapy in a group of 1,154 clinic pa- 
tients in whom there were diagnoses of disorders that 
the authors referred to as “stress” syndromes. These 
included peptic ulcer, dermatitis and eczema, vascular 
headache, urticaria. vasomotor rhinitis, gastric hypo- 
function, muscle tension, irritable colon, diabetes, 
asthma, essential hypertension, tension headache, 
psychoneurosis and ulcerative colitis. The basis of 
therapy had consisted of measures intended to alleviate 
the stress in the patient’s life. Of course, other medical 
measures were employed as needed. 

The results of therapy were such that approximately 
one-third of the patients were unimproved and two- 
thirds showed improvement (see diagram at the right). 
When improvement was attained, it tended to persist 
from year to year during the three years of follow-up. 

It was notable that patients under the care of 
internists who emphasized purely medical therapy did 
less well than did those under the care of a single well- 
trained internist who devoted much attention to re- 
lieving stress in the patient’s life. His results were, in 
turn, about as satisfactory as those attained by psychi- 
atrists and psychoanalysts in other clinics. (Ann. Int. 
Med., 48:987. 1958.) 


Tachycardia and the Coronary Circulation 


Unper average cardiovascular conditions, more coro- 
nary blood flow occurs during diastole than during 
systole. 

During tachycardia, shortening of diastole results 
in a decreased coronary blood flow. However, some 
investigators have found that when the heart rate 
is very high, and contractions therefore become 
weak, the usual restriction of flow due to systole is 
decreased. Thus, the coronary blood flow might re- 
main unchanged or even increase. 

Wégria, Frank, Wang and Lammerant studied these 
relationships in intact, anesthetized dogs. Lesser de- 
grees of atrial tachycardia resulted in temporary de- 
creases in cardiac output, arterial pressure and coro- 
nary blood flow. All three parameters returned rapidly 
to control levels. Ventricular tachycardias and more 
severe atrial tachycardias (30 or more beats above 
control level) were characterized by more permanent 
decreases in cardiac output and blood pressure. Yet 
coronary blood flow rose to and more frequently above 
the control level. It is difficult to ascertain whether this 
increased coronary flow during tachycardia is neces- 
sary for myocardial metabolism. (Circulation Research, 
6: 624, 1958.) 
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Results of therapy in 1,154 patients with various 
“stress” disorders 


Tests for Antibiotic Sensitivity 


IN MOST BACTERIOLOGIC LABORATORIES, the antibiotic 
sensitivity of isolated pathogens is determined by the 
disk method. In this technique, small circles of filter 
paper impregnated with various antibiotics are placed 
on agar plates streaked with cultures of the organism. 
Sensitivity is revealed by zones of inhibition of growth 
surrounding disks containing selected antibiotics. 

Hiu, Altemeier and Culbertson, in an appraisal of 
methods of testing bacterial sensitivity to antibiotics, 
note discrepancies in the use of such disks. They tested 
ten individual antibiotics from three separate manu- 
facturers against pure cultures of Staphylococcus au- 
reus and four separate coliform organisms and found 
marked variation in results. 

Disks from manufacturer A showed a culture of 
Aerobacter aerogenes to be resistant to neomycin, 
while disks from manufacturers B and C gave evidence 
of sensitivity of the same plate culture to the same 
antibiotic in the same concentration. There was poor 
correlation between results of sensitivity determina- 
tions using the disk method and the serial tube-dilu- 
tion technique. In a study of disks from five different 
manufacturers, each of which was labeled as containing 
10 units of penicillin, actual assay revealed the disks 
to have from 2.8 to 32.8 units of penicillin. Manufac- 
turers are urged to standardize their products, and 
the physician is meanwhile compelled to view anti- 
biotic sensitivity reports with some suspicion. (Ann. 
Surg., 148: 410, 1958.) 
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Surgical Treatment of Patent Ductus Arteriosus 


A FOLLOW-UP STUDY of 250 patients subjected to surgical 
treatment of patent ductus arteriosus is presented by 
Helsingen and his associates. Although the frequency 
of symptoms in the patients with patent ductus ar- 
teriosus is rather difficult to ev2luate, the authors listed 
110 patients as having «.o symptoms, 95 patients who 
complained of «lignt symptoms, and 45 with severe 
symptoms. Fifty-eight patients had been treated once 
or more for pneumonia. Two patients had suffered from 
subacute bacterial endarteritis before operation. Both 
were treated with penicillin and successfully operated 
upon. Most of the adult patients coming to operation 
had symptoms of cardiac embarrassment seldom seen 
in childhood. As is usual in patent ductus arteriosus, 
there was a preponderance of females (77 per cent of 
the patients). 

Wide indications for operative treatment of patients 
with patent ductus arteriosus are now generally ac- 
cepted. Contraindication to operation is found in the 
child who has cyanosis in addition to the auscultatory 
sounds of the patent ductus. With these findings, 
either the patient is in terminal failure resulting from 
a large ductus arteriosus, or there is a ductus acting 
as a compensatory mechanism for a complicated cardio- 
vascular malformation. 

Since a patent duct seldom closes spontaneously 
after 4 or 5 years of age, and since the operation is most 
safely and easily done in childhood, patients should be 
operated upon between 4 and 7 years of age. In general, 
if there are definite indications for operation in a child, 
such as an enlarged heart with a wide hilum, then 
therapy should be undertaken with complete disregard 
for the age and size of the patient. The authors’ young- 
est patient was a boy 14 months old who had an en- 
larged heart and a wide duct. Their oldest patient was 
a woman 40 years of age. 

The procedure used by the authors has been simple 
ligation of the ductus with two or three thick silk 
ligatures applied as far apart as possible. In five cases, 
the duct was cut between clamps and sutured, and in 
four others sutures had to be placed on the aortic and 
pulmonary ends of the duct but without division. 

There were three operative or postoperative deaths, 
a surgical mortality of 1.2 per cent. Subacute bacterial 
endarteritis was diagnosed in two patients in the post- 
operative period. Paralysis of the left recurrent laryn- 
geal nerve was a complication in eight patients. The 
material for the follow-up examination covered an ob- 
servation time varying between six months and 13 
years. 

As is known from the statistics of large series, the 
results following operative treatment of patent ductus 
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arteriosus are extremely satisfactory at least as far as 
the patients themselves and the relatives have been 
able to judge. The crucial point in the follow-up exami- 
nation is the detection of patients with possible re- 
canalization of the ductus arteriosus. In four cases 
(1.6 per cent), a continuous murmur of the patent cluc- 
tus type could be heard at the follow-up examination, 
indicating recanalization. Two of the patients were 
more than 20 years of age at operation. Three had 
wide ducts and one probably had a subacute bacterial 
endarteritis postoperatively. 

Under these conditions, the authors regard liga- 
tion as a safe method with a small chance of recurrence 
except in cases of giant ducts and in elderly patients. 
(Thorax, 13: 210, 1958.) 


Familial Trembling of the Chin 


WabDLINGTON reports the fifth family in the world 
literature with familial trembling of the chin. Quiver- 
ing of the chin may last for a few seconds or for several 
minutes and may be either a fine or coarse tremor. It is 
perpendicular and at a rate of two or three per second. 
The gene responsible for trembling chin is passed as a 
simple dominant. 

Electroencephalograms in five affected members of 
the family reported by Wadlington were mildly ab- 
normal in three instances. Only one showed frank 
episodic generalized cortical dysfunction. No other 
neurologic abnormalities have been reported in such 
families. 

Treatment has been unsatisfactory. Anticonvulsants 
and tranquilizers are being evaluated. (J. Pediat., 
53: 316, 1958.) 


Necrotic Spider Bite 


BLATTNER REVIEWS the recent literature concerning the 
bite of the brown spider, Loxosceles reclusus. This 
spider is found in the Midwest and West of the United 
States. Its general appearance has been described as 
“fuzzy,” pear- or violin-shaped and light to dark brown 
in color. 

It has often been stated that the black widow is the 
only spider bite in the United States that requires 
medical attention. However, there are several recent 
reports from rural Missouri of ‘necrotic arachnidism” 
resulting from the bite of the brown spider. The clinical 
picture is quite distinct from that produced by the bite 
of the black widow. 

A thick wheal forms rapidly at the site of the bite, 
with almost immediate evidence of tissue necrosis. The 
necrotic area soon turns violaceous, then black and dry. 
Within a week the area sloughs out, leaving a deep, 
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sharply defined granular area. Healing requires several 
weeks. Few systemic disturbances have been recorded, 
although fever, leukocytosis and proteinuria have oc- 
curred. (J. Pediat., 53: 377, 1958.) 


Mitral Valvuloplasty in Older Patients 


BLACK AND HarRKEN reviewed their experience in the 
surgical treatment of mitral stenosis for patients past 
the age of 50. The experience was a large one—154 
patients between the ages of 50 and 70 at the time of 
surgical correction of the lesicn. The results were com- 
pared with a larger group of patients below that age. 

More of the older patients were in an advanced stage 
of heart disease, and more of them had various com- 
plicating diseases than in the younger group. How- 
ever, when patients from the two groups were com- 
pared upon the basis of their over-all physical condi- 
tion at the time of valvuloplasty, it seemed evident 
that age should be no deterrent to surgicai treatment. 
The authors concluded “that the properly selected pa- 
tient over the age of 50 who had mitral stenosis should 
be offered surgical relief with the same assurance that 
is justified at an earlier age.”” (New England J. Med., 
259: 361, 1958.) 


Antibiotic Sensitivity Methods 


DgsPITE MUCH CRITICISM of the practice, many physi- 
cians demand routine antibiotic sensitivity tests when 
bacterial cultures are grown. This has led to the wide- 
spread use of commercial antibiotic disks because of 
their speed and simplicity. Hoffman, Jackson and 
Turner, using standard bacterial strains, conducted a 
study of the reliability of the antibiotic sensitivity tests 
in routine use in nine major Chicago hospitals. 

Major differences in the techniques and interpreta- 
tions of disk tests included the following: The strength 
and age of the inoculum varied markedly. Five different 
kinds of media, variable incubation periods and one to 
three disks with different concentrations of the anti- 
biotic were used. Disks were manufactured by four 
different concerns. 

Some laboratories observed only the presence or 
absence of a zone of inhibited bacterial growth; some 
measured the size of these zones. Some laboratories 
searched for single resistant colonies or thin films of 
spreading proteus, and interpreted these findings as 
indicating bacterial resistance. Others ignored these 
findings. While some reported their results objectively, 
other laboratories issued statements about the probable 
electiveness of an antibiotic. Finally, interpretations 
were found to be based on manufacturers’ directions, 
experience, or data from the literature. 
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Comparison of results by a tube dilution test with 
those of the disk tests suggested that the disk tests gen- 
erally indicated greater sensitivity of the bacterial 
strains. 

The diagram below shows some of the data obtained 
from this test. (Only results for definitely sensitive and 
resistant strains by disk test are shown. Moderately 
sensitive and resistant classes have been omitted.) It 
can be seen that 22 per cent of the disk tests that re- 
ported the strain as sensitive were instances in which 
the minimal inhibitory concentration of the antibiotic 
in the tube test was greater than 10 mcg. per ml. Disk 
tests that reported the strains as resistant included 11 
per cent in which the M.I.C. was less than 10 mcg. per 
ml. Over-all, major discrepancies between the disk and 
tube dilution methods were observed in 20 per cent of 
the tests. 

The results show the doubtful benefits from the rou- 
tine use of disk sensitivity tests. The authors believe 
that antibiotic sensitivity tests are less important cri- 
teria for the selection of a proper antibiotic than knowl- 
edge of the properties of specific antibiotics. (J. Lab. & 
Clin. Med., 51: 873, 1958.) 


Tube Tests: 
Minimal 
Inhibitory 
Concentration 
(meg./ml.) 
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Chart showing that bacterial strains definitely sen- 
sitive or resistant to antibiotic by disk tests may not 
be so when studied by tube tests. 
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Alcohol Intoxication Due to Sponging 


ALCOHOL SPONGING is often prescribed for reduction of 
fever in children. Physicians should be aware that 
serious poisoning can occur as a result of inhalation 
of alcohol fumes. 

Senz and Goldfarb emphasize that isopropyl alcohol 
is twice as toxic as ethyl alcohol, producing deeper 
and longer lasting narcosis. It is absorbed readily 
through the lungs. 

These authors report the case of a 24-year-old girl 
with fever due to otitis. The physician prescribed 
aspirin (which she was given in modest doses) and 
alcohol sponging. 

A towel saturated with 70 per cent isopropyl alco- 
hol was placed around the patient. Eight hours 
later, she was unresponsive and limp. In the hospital, 
an acetone-like odor was noted on her breath. Re- 
flexes were depressed, and she became briefly apneic. 
Among many tests, a blood alcohol was obtained. This 
was 130 mg. isopropyl alcohol per 100 ml. She re- 
covered with supportive care. The difficulties that can 
be encountered in making this diagnosis are obvious. 
(J. Pediat., 53: 322, 1958.) 


Hypersensitivity to PAS 


Unrowarp of para-aminosalicylic acid (PAS) 
and its salts are manifested in several clinical forms. 
Gastrointestinal irritation, alterations of thyroid func- 
tion, electrolyte disturbances, fever, exanthemas, urti- 
-caria, asthma and blood dyscrasias are perhaps the 
more commonly recognized reactions. 

Systemic hypersensitivity reactions are infrequent, 
yet may result in a characteristic clinical picture of 
alarming severity, according to DeAlemquer. The re- 
action usually appears between the tenth and thirtieth 
days of oral or parenteral PAS administration. The 
reaction is heralded by the sudden onset of fever, 
chills, exanthema and severe malaise, occurring singly 
or in combination, with a striking increase in the 
severity of illness in the first 48 to 72 hours. A pyretic 
skin rash may appear, beginning on the face and 
trunk and spreading rapidly over the entire skin 
surface. 

Mucosal involvement is rare in these cases. The erup- 
tion may be maculopapular, morbilliform, scarlatini- 
form, urticarial or even vesicular. Healing follows 
desquamation. Muscular pains, headache, photophobia 
and prostration are often marked. Tachycardia, thready 
pulse and hypotension are frequently present. One of 
the more pronounced and troublesome manifestations 
is the psychic disturbance, which ranges from general 
indifference to confusion and delirium. 


132 


Several days after onset, hepatic, hematologi: and 
lymph node involvement are often prominent. Often 
there is distinct hepatosplenomegaly and jaundice, 
sometimes followed by acute yellow atrophy and death, 
The leukocyte count is usually about 30,000. Eosino- 
philia, from 10 to 40 per cent, is frequently present as 
are atypical lymphocytes simulating those seen in 
infectious mononucleosis. 

Lymphadenopathy, especially of the cervical, axillary 
and inguinal chains, with slight tenderness, further 
simulates the clinical picture of infectious mononucle- 
osis. Upon cessation of PAS administration it is found 
that the reactions subside slowly over a period of about 
two weeks. 

The foregoing description presents the clinical 
picture most frequently described. Variations have 
been reported, such as the absence of jaundice, lack of 
alteration in leukocytes and agranulocytosis. Tran- 
sient pulmonary infiltrates with fever and eosinophilia 
have led to the diagnosis of Léffler’s syndrome. Prom- 
inence of neurologic manifestations, simulating the 
Guillain-Barré syndrome, has been reported. 

Early recognition of PAS hypersensitivity reactions 
is exceedingly important. All patients with fatal dis- 
ease reported had been continued on PAS administra- 
tion for several days after onset, or had had PAS 
administration reinstituted. 

Withdrawal of the drug is the first step in treatment. 
Desensitization has been successful but not widely used. 
Antihistamine therapy has little value, and experience 
is too limited to assay the value of steroids in the 
management of PAS hypersensitivity reaction. (Am. 
Rev. Tuberc., 78: 462, 1958.) 


Asian Flu Skin Reaction 


ZELMAN REPORTS the case of a young man inoculated 
intradermally with Asian influenza vaccine. On the 
left forearm he received a full 0.1 ml. dose. On the 
right forearm he received an inadequate dose because 
of a mishap. Four months later the disease appeared 
in epidemic proportions, and the patient became ill 
with high fever and acute bronchitis. The illness was 
identical with other cases of influenza seen at the 
same time. 

On the first day of illness, two erythematous areas 
appeared at the previous inoculation sites. These 
became indurated and tender. The one on the left 
forearm was the larger. These subsided with recovery 
from the illness. 

This reaction indicates local immunity in the ab- 
sence of general immunity. It is analogous to “‘fixed 
eruptions” produced by ingestion of various sub- 
stances. (J. Allergy, 29: 381, 1958.) 
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Secondary Neoplasms of the Mediastinum 


SANBORN, BEATTIE AND SLAUGHTER have reviewed 337 
protocols which recorded neoplasms that had metas- 
tases involving the mediastinum. These were from a 
group of 9,248 autopsies. Lesions of lymph nodes 
(Hodgkin’s disease and lymphosarcomas) were not in- 
cluded. Four primary lesions (carcinoma of the breast, 
bronchus and lungs, esophagus and stomach) ac- 
counted for 203 of the metastatic neoplasms (see dia- 
gram at the right). 

Carcinoma of the pancreas, colon, urinary bladder, 
prostate, kidney and gallbladder accounted for 57 ad- 
ditional metastatic mediastinal neoplasms. The re- 
mainder were due to a variety of primary neoplasms. 


(J. Thoracic Surg., 35: 678, 1958.) 


Jaundice During Chlorothiazide Therapy 


DRERUP AND ASSOCIATES report a case in which intra- 
hepatic obstructive jaundice appeared in a patient re- 
ceiving chlorothiazide. The patient was receiving no 
other medication that could have induced the jaundice. 

The authors admit that there are other possible ex- 
planations for the jaundice, for the patient had a long 
history of diabetes, chronic congestive heart failure 
and repeated therapeutic injections. However, they 
call attention to the fact that the abnormalities observed 
in their case could have been due to chlorothiazide 
therapy. 

The patient presented a considerable diagnostic 
problem. Needle biopsy of the liver was suggestive of 
biliary obstruction and it was impossible to determine 
whether this was extrahepatic or intrahepatic. In view 
of these findings, an exploratory laparotomy was per- 
formed. There was no evidence of extrahepatic ob- 
struction. The patient experienced an uneventful con- 
valescence, with a gradual return of all the function 
studies to normal within two months. 

The patient died of congestive heart failure several 
months later. Microscopic examination of the liver re- 
vealed nearly complete reversal of the process noted 
during the episode of jaundice. (New England J. Med., 
259: 534, 1958.) 


leucine Aminopeptidase Activity 


LEUCINE AMINOPEPTIDASE is a proteolytic enzyme that is 
able to hydrolyze L. leucyl peptides. It has been found 
in bacteria, plants and animals and has been, demon- 
strated in all human tissues, with high activity in the 
duodenum, kidney and liver. Rutenburg and his asso- 
cates report on the serum and urinary activity of 
leucine aminopeptidase in patients with cancer of the 
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Four types of carci accounted for almost two- 
thirds of all cases .in which mediastinal metastases 
were found. 


pancreas, malignant lymphoma, leukemia, other can- 
cers and control groups of normal persons, as well as 
patients with nonmalignant conditions. 

The authors observed a significant increase in urinary 
and serum leucine aminopeptidase in all patients with 
cancer of the pancreas. This was true whether the 
cancer was located in the head or in the tail. In pa- 
tients with lymphoma and leukemia, the serum leucine 
aminopeptidase activity was within the normal range 
except for one patient with an elevated serum level in 
which the lymphoma invaded the head of the pancreas. 

The serum leucine aminopeptidase activity was nor- 
mal in 82 consecutive patients with cancer not involy- 
ing the pancreas, liver or hematopoietic system. Ex- 
tensive liver metastases were associated with an in- 
crease in the serum activity of this enzyme. Common 
duct stone produced smaller and less persistent serum 
elevations than those observed in pancreatic cancer. 

Five patients with acute pancreatitis had moderate 
elevation in serum activity which then returned to 
normal in two to seven days as the pathologic process 
subsided. Eighty-seven per cent of the patients with 
acute or chronic cholecystitis and cholelithiasis had 
normal serum leucine aminopeptidase activity. Three 
women with acute cholecystitis had elevated levels. 

Serum levels were normal in 19 of 110 patients with 
a variety of nonmalignant conditions excluding those 
of the gastrointestinal tract. The patient with a high 
serum level had hypopituitarism. (New England J. 
Med., 259: 469, 1958.) 
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Effects of Emotional Stress 


FRIEDMAN AND HIS COLLEAGUES have been dissatisfied 
with what they consider oversimplification of the patho- 
genesis of atheromatosis and arterial thrombosis, no- 
tably coronary artery thrombosis. Most recently they 
have assayed the effects of emotional stress upon 
serum cholesterol values and blood clotting time in a 
group of men who were subjected to severe emotional 
stress in a cyclic fashion. 

The subjects of the study were 40 accountants who 
underwent periodic examinations of the blood during 
a five-month period. These men periodically were 
under severe emotional stress because of “deadlines” 
in their work. 

It was found that serum cholesterol values ranged 
higher and blood clotting tended to be accelerated 
during times of stress as compared with times of res- 
pite. The data suggest that there may be a relation- 
ship between a man’s manner of living and reacting to 
life and his susceptibility to atheromatosis, and a 
further relationship between emotional stress specifi- 
cally and arterial thrombosis. (Circulation, 17:852, 
1958.) 


Malignant Mesothelioma of Pleura 


Forse AND HAuc PRESENT a case of diffuse malignant 
mesothelioma of the pleura which had a number of 
interesting clinical features, some of which have not 
been previously described. The most unusual one was 
the Pel-Ebstein type of fever curve which was present 
for about eight months. 

The fact that the left pleural effusion (the original 
presenting clinical manifestation) disappeared follow- 
ing one thoracentesis also seemed unusual. The find- 
ing of an amber pleural fluid rather than a bloody one 
was somewhat misleading. 

The initial clinical impression was that of a tubercu- 
losis or pneumonic effusion. Because of the lack of re- 
sponse to specific chemotherapy and the appearance of 
the Pel-Ebstein fever, other etiologies were considered, 
including Hodgkin’s disease. Until the time of pleural 
biopsy, the exact nature of the disease process was not 
ascertained. 

The main pathologic feature of interest was the man- 
ner of spread of the tumor, namely over mesothelial 
surfaces producing widespread thickenings of the 
serous membranes. The authors believe that the man- 
ner of spread in the left pleura was by direct extension 
and lymphatic permeation to the diaphragm and 
thence to the right pleura and peritoneal cavity. No 
bloodborne metastases were observed. (Am. Rev. 
Tuberc., 78:268, 1958.) 
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Caplan's Syndrome 
In 1953, Caplan, a member of the Cardiff Pneumo- 


coniosis Medical Panel, first drew attention to the asso- 
ciation between rheumatoid arthritis and unusual 
chest roentgenographic changes which he encountered 
among coal miners of South Wales. The roentgen find- 
ings were characterized by the presence of multiple 
well-defined round opacities, varying in diameter from 
0.5 to 5.0 cm., scattered throughout both lungs, on 
the background of which other evidence of pneumo- 
coniosis was usually minimal. These opacities had a 
tendency to appear in crops and to develop fairly 
rapidly in contrast to the slow formation of the ordinary 
anthracosilicotic conglomerate nodules. They might 
appear before, coincident with or following the rheuma- 
toid arthritis. 

Kantor and Morrow report a case demonstrating this 
syndrome, apparently the first to be reported in the 
American literature. In their patient, the first impres- 
sion, when the original chest film was seen, was that 
multiple metastatic malignant lesions were present in 
both lungs. However, the patient’s physical well-being 
and benign course and the results of the various exam- 
inations made it appear that malignant disease was not 
responsible for the roentgenographic changes. 

The exact etiology of the pulmonary changes in 
anthracosilicosis with rheumatoid arthritis remains in 
the field of speculation. The hypothesis receiving the 
most serious consideration at present is one which in- 
cludes M. tuberculosis as one of the etiologic factors. 
There are both post-mortem and some clinical studies 
that tend to incriminate tuberculosis in the production 
of the lung lesions. It has been suggested that the col- 
lagen tissue response, having been altered by the rheu- 
matoid state, the tuberculous or modified tuberculous 
lesions which ordinarily result in progressive massive 
fibrosis in patients with pneumoconiosis, produces in- 
stead the circumscribed opacities characteristic of the 
Caplan syndrome. 

Diagnosis of the Caplan syndrome carries with it 
attendant therapeutic implications. As in every case of 
progressive massive fibrosis, a diligent search should 
be made to find tubercle bacilli in sputum or gastric 
washings. If the bacilli are present, a course of anti- 
tuberculosis chemotherapy is indicated immediately. 
If the tubercle bacilli are not found, but the tuberculin 
skin reaction is positive, the patient should be kept 
under close observation and should be followed with 
periodic chest roentgenograms and _bacteriologic 
studies. A rapid increase in the size of the opacities or 
the sudden appearance of new ones should probably 
be considered an indication for antituberculosis ther- 
apy. (Am. Rev. Tuberc., 78:274, 1958.) 


GP Volume XIX, Number! 


=. => -._ 


ghee 
= 
‘ 


Ten Looks at the Future 


WHAT CAN DOCTORS EXPECT in the next 20 years? How 
will the practice of medicine change? Will the somber 
shadow of socialism fall on the temple of Aesculapius? 
Will droves of doctors scramble under the group prac- 
tice umbrella? Will the family doctor be merely a 
medical traffic cop? Will big labor unions control 
corporate practice hospitals? 

These are important questions. More important are 
the answers. Unfortunately, these answers won’t flow 
from electronic computing machines. We can only 
seek the opinions of medical leaders and other men 
who can call on a wealth of experience and, having 
done so, project their collective observations. 

The following ten essays may help readers look 
over the horizon. GP is not trying to juggie a crystal 
ball. It is simply trying to present, with journalistic 
dedication, the opinions of ten prominent men, repre- 
senting a variety of medical and paramedical areas. 

The essays contain a plethora of divergent view- 
points. This is as it should be. GP has never shied 
away from controversy. Nor are we concerned with 


Special Features 


ultimately attesting as to who was right and who was 
wrong. 

In less than 30 minutes, the reader can stand beside 
a space research expert, a medical educator, a family 
doctor, a hospital administrator and other men who 
can intelligently comment on the medical panorama 
in 1979. 

We envision this as the first manifestation of a new 
editorial series. From time to time, in the months to 
come, GP will ask a question and publish the answers 
of courageous men who are not afraid to voice their 
convictions. It should be an enlightening and educa- 
tional series. 

With these thoughts, I refer you to our essayists. 
With some you will agree. Others will doubtless 
prompt deep discord. But if GP can prompt serious 
consideration and debate, it will have fulfilled its 
editorial obligation. As always, your comments and 
reactions are cordially invited. 

Mac F. 
Managing Publisher 
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Use of Our Knowledge 


WE CANNOT SEE THE JOURNEY’S END while on the road. 
We cannot say what changes two decades will make. At 
best, we can only utilize the opportunities on either 
side, observe the direction of our travel and seek new 
breakthroughs to goals just over the horizon. 

On every side is scientific knowledge which can 
lighten the physician’s load and increase his effective- 
ness. The laws of the physical and mathematic sciences, 
when correctly applied, are accurately applicable to 
medicine. Largely because of them, the practice of 
medicine has changed from an art to a science. And 
although it must continue to hold some descriptive 
aspects, medicine is approaching exactness. 

In this broad area of knowledge which waits to be 
turned into technology lie many potentials, some of 
which will be called for by physicians. In the future 
when the small-town practitioner desires consultation 
with specialists in large medical centers, he could feed 
into the telephone or radio the history, charts, x-ray 
pictures, electrocardiograms, electroencephalograms, 
respiratory sounds, rates and volumes, heart sounds, 
pictures of the patient and his lesions and almost every 
measure that can be made in the clinic. If the consult- 
ant is occupied when the data arrives, his secretary can 
record it on tape. The entire episode could be re- 
enacted for the benefit of the consultant. Possibly the 
busy physician would like to save time and improve 
the effectiveness of his practice through a technique 
for making automatic measurements while his secre- 
tary records the usual vital statistics. These are only 
examples of techniques that clinicians can now derive 
from our present store of knowledge. 

Using this knowledge, medical specialists can de- 
velop the technology for the biologic support of man 
on limited voyages in space. We can supply the arti- 
ficial environment as we do on atomic submarines and 
examine the space pilot by radio and telephone as we 
do in the case of far-flying aircraft and balloons. 

Past experience gives us confidence that diseases, 
one by one, will be brought under control. We look 
forward to a Utopian time when surgery will be re- 
quired only for the correction of malformations and 
the repair of trauma, when heart disease and cancer 
will fall to the bottom of the ‘causes of death” list. 

But as we can expect a reaction for every action in 
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the physical sense, we must expect a reaction for these 
advances. Removal of the causes of death removes also 
the mechanisms that nature uses to control the world 
population. We are faced with a world population that 
will double at least each 50 years and lead to the hor- 
rors of super saturation. The eventual alternatives ap- 
pear to be population control or the natural develop- 
ment of other automatic selection processes. The phy- 
sician holds the primary concern, knowledge and 
responsibility in this difficult area and it will occupy 
more and more of his time and attention. 

With somewhat less confidence, but no less enthu- 
siasm, we look ahead to intriguing possibilities, both in 
the infinite smallness of the particles of tissue cell 
atoms and in the great expanse of space. Each offers 
opportunities that exceed the bounds of imagination. 
Deep within cellular structure lie the differences 
between plant and animal life. A natural corollary to 
accepted theories of the structure of matter is that the 
basic differences between living and nonliving matter, 
and between forms of living matter, lie in the arrange- 
ment and association of atomic and molecular struc- 
tures. It appears to be only one step further to the 
chemical secret of plant life, the chlorophy! reaction, 
which in the final analysis is the sole support of earth’s 
plant and animal ecology. At the same time, the distant 
prospect of space travel at speeds approaching the 
speed of light portends the space compression and 
time expansion that will permit travel to the planets 
of distant stars and stimulates the space medical 
specialist to the immediate initiation of studies. 

We cannot believe these secrets will forever lie 
hidden from man’s inquisitive mind. Somewhere with- 
in the atom or within the bounds of space, man may 
find the ecologic purpose of his being. Man, the ap- 
propriator, usurper and destroyer, may find his place 
in the purveyance of life to other planets or as a sub- 
stitute for one of nature’s kingdoms, either plant or 
animal, when the world becomes too crowded to sup- 
port both. The direction of our travel requires us to 
watch for milestones marking our progress toward 
answers to the questions: “How did the complex 
processes of life evolve?” and “Why ?”. It seems logical 
to expect that we must answer the question “How?” 
before we can acquire the understanding toask “Why?”. 
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loss of Freedom 


THE GREATEST DANGER which faces the medical profes- 
sion is loss of its freedom as an independent profession. 
The chief causes are the apathy of the profession as a 
whole and the mercenary attitude of the few members 
who seem to regard the almighty dollar as more im- 
portant than the humanitarian ideals which have in- 
sired physicians for more than 2,400 years. 

From 1938 to 1953, the medical profession faced 
several assaults on its freedom—and withstood them. 
Since then, unfortunately, most physicians have com- 
placently sat back and stated that the danger is over. 

What are the facts? The original Wagner-Murray- 
Dingell Bill has been becoming law, section by section. 
In 1956, Congress amended the Social Security Act in 
fve respects. The most important section was to pay 
benefits to anyone with social security coverage who 
was disabled and over 50 years of age. The disability 
and its extent were to be established by government 
regulations. It was later implemented in 1957. 

These amendments were opposed by the profession 
through the AMA on the ground that it was the enter- 
ing wedge for complete government control of medical 
care. They passed the Senate by one vote. More effort 
by individual doctors could have resulted in the bill’s 
defeat. Now we are faced with the Forand Bill, promis- 
ing free hospitalization and medical care to those over 
65. Should this pass, the end would be in sight. It 
would be only a short time before everyone would be 
included. When the government starts, it never stops. 

For 11 years I have been in touch with the situation 
in other countries. Socialistic trends have existed and 
expanded in Europe longer than in this country. A 
continuing intrusion into medical practice has resulted. 

In England, compulsory health insurance compris- 
ing general practitioner service for employees was in- 
troduced in 1911. The National Health Act became 
operative in 1948. Its costs have risen to such an ex- 
tent that the national income tax, approximately 424% 
per cent, would be only 271% per cent if national health 
costs were removed. In Germany, Bismarck introduced 
compulsory health insurance in 1888. Conditions be- 
came shocking before World War II. They are better 
now, due to the constant fight of the German Medical 
Association, but remain far from satisfactory. Sweden 
had a voluntary system covering a large proportion of 
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the population, now has a compulsory system involv- 
ing everyone from the King on down. 

The dangers we face are not only from socialists 
within our borders but from international organiza- 
tions as well. The International Labor Organization is 
striving for complete world socialization. The Interna- 
tional Social Security Association—a satellite of the 
I.L.0.—wants complete socialization of medicine in 
every country. 

Since its organization in 1947, the World Medical 
Association has been fighting to protect the freedom of 
medical practice and education. It is the only medical 
organization at the international level promoting free 
enterprise and freedom of medical practice. 

A study of the situation in all countries shows that, 
wherever there has been any halting of further intru- 
sion by government, it has been because the medical 
profession has stood as a unit under the leadership of 
a strong organization. Disunity is a serious danger to 
the profession in this country. If the doctors in the 
United States do not wake up and close ranks, medi- 
cine is all through as an independent profession. 

What can be done? There are several things: 

1. Revive interest in and activity of local and na- 
tional medical societies. Make membership a badge of 
respectability—not a routine matter. Arouse the inter- 
est and urge participation of young doctors. 

2. Develop “teeth” in grievance committees. Sus- 
pend or expel the few fee-chiselers and fee-gougers 
who are debauching and disgracing the profession. 

3. Stop looking backward and wishing for “the good 
old days.” Prepayment is here to stay, whether we like 
it or not. Guide it in the right direction. Face the fact 
that medical care has become expensive. Make every 
effort to deliver the highest quality medical care to all, 
at a price they can afford to pay. Prevent abuses of pre- 
payment and insurance systems. 

4. Inculcate the new physician in the traditional 
philosophy that medicine is a humanitarian profession, 
not a commercial trade. 

5. Remember, when government takes over medi- 
cine, it takes (and controls) all, not a part. 

Danger signals are flying. Are we going to heed them 
or will we sit back, smug and complacent, and utter 
those famous last words, ‘It cannot happen here”’? 
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Education: The Key 


PROPHETS who are remembered usually made one 
lucky strike. Happily their numerous errors are for- 
gotten. Before looking into the crystal ball 20 years in 
the future, it is chastening to recall that we extrapolate 
from the uncertain basis of our inadequate compre- 
hensions and indifferent responses to today’s chal- 
lenges. Looking ahead I see the increasing accumula- 
tion of knowledge still in the logarithmic phase, 
proliferating masses of data piling up and overtaxing 
the capacity of our minds. 

Specifically we have these challenges: (1) the con- 
test of medical education against time while prestige 
and money are distracting too many from careers as 
teacher-scholars; (2) the support of medical educa- 
tion, long, hard, costly, where the individual, in the 
current American search for the easy way, demands 
less of himself and more from others; (3) the control 
of atomic energy by nations uniformly without leaders 
personally experienced in science and its implica- 
tions; (4) the explosive increase of population against 
a finite quantity of energy and room; (5) care of an 
aging population where elders are rejected by their 
children; (6) the naive belief that science can accom- 
plish anything if enough money is spent; (7) the 
notion that control of cancer or arteriosclerosis will 
eliminate the inevitability of personal death which 
we as a people cannot face; (8) the myth of security, 
personal or social; (9) the shifting patterns of medical 
care ending the contribution of the sick poor to 
medical learning in hospital-medical schools and the 
need to find a substitute; (10) the doom of medical 
insurance unless programs are developed wherein 
patients pay a percentage or share of the cost of 
illness. It must be to the advantage of the insured 
not to waste time, skill, tests or hospital beds in 
melancholy conniving to outfox purveyors of sur- 
prises in small print; (11) control by medicine, busi- 
ness and government of drug manufacture and sale 
lest competitive practices endanger the population, 
and spoil the magnificent contributions of the phar- 
maceutical industry; (12) the translation of our 
knowledge of the increasingly complex and delicate 
mechanisms of cell function at the molecular level into 
a better understanding ‘of life and health; (13) the 
control of medicine from inside lest it become a toy of 


138 


William B. Bean, M.D. heads the internal medicine de- 
partment of the University of Iowa medical college and is 
physician in chief, University Hospitals. Dr. Bean is also 
senior medical consultant to the VA. A charter menber of 
the New York Academy of Sciences, he ts a past president 
of the American Society for Clinical Research. 


administrators who cannot produce, budget or assign 
personal integrity, skill and devotion to a sick person; 
and (14) not least, how can we train physicians in all 
the myriad facts and processes they must know, retain- 
ing the tradition of personal responsibility of physician 
to sick man, still mindful of the physician’s duty as a 
citizen to understand the world he lives in? We can 
bother about the new order of problems which assail 
man in conquering space when he has got himself 
under better control on the ground. 

This catalogue of challenges, only a selected list, 
cannot be disposed of in a few hundred words. But all 
are subsumed under the challenge of education. 
Wherein and why has its high promise of success so 
faded? 

My thesis is that in seeking the Utopia of things we 
have forgotten values. Education in schools cannot 
make up for its deficiency at home but should aim to 
inculcate a yearning for excellence, a desire for sound 
knowledge, a discipline which recognizes the necessity 
for hard work instead of the deadening short cut, the 
sense of personal responsibility and love of our fellow 
man, not the vague love of mankind. A return to drill 
in fundamentals, with promotion conditioned on per- 
formance and talent, extra attention for the very gifted, 
and study of the needs and limitations of the retarded, 
should send to medical schools students prepared to 
cope with the rising tides of facts necessary to practice 
medicine at once humane and scientific. There is small 
reason to expect that science will eliminate chronic 
diseases whicn crush old age. Even if cancer, arterio- 
sclerosis and infections were all controlled, the body’s 
machinery must wear out. Death as the one certain 
fact of life must be faced with mature philosophy. The 
physician of tomorrow must employ the marvels of a 
busy and tireless science for he may not escape blame 
for negligence if he permits suffering or death because 
of ignorance. He must share with his colleagues by 
wise specialization of knowledge and skills, bringing 
commonweal and commonwealth to a nation aware 
that medicine is not magic and that physicians are 
valuable for their personal care and their scientific 
skills, and dangerous without both. Unless we guide 
the next generation to improve upon our own, the 
passage of time will not mean progress. 
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Opportunities Ahead 


Iv ADDITION TO THE many scientific challenges stimu- 
lated by the rapidly changing dimensions of medical 
knowledge, we have others, involving education, organ- 
ization, socio-economic change and public relations. 
All of them should be considered not merely as com- 
plex problems but rather as opportunities for medicine 
to demonstrate its vitality and leadership. 

In the field of medical education there is a vibrant 
spirit of change, experimentation and expansion. 
Working in a healthy climate of ferment and unrest, 
medical schools are examining the quality and content 
of their educational program. They are seeking the 
best possible ways of presenting a coordinated body of 
medical knowledge which will prepare the physician 
for practice in the changing scene of modern medicine. 
The entire profession must encourage and assist all 
sound experimentation aimed at that goal. 

In addition to the quality of medical education, we 
must face up to the challenge of quantity and the need 
for expansion. We cannot be complacent about past 
and present accomplishments and hope to keep pace 
with the population growth. Looking ahead to the 
needs of the future, we must provide effective leader- 
ship in promoting expansion of existing medical 
schools and creation of new medical education programs. 

As we work to expand and improve undergraduate 
and graduate medical education, we must extend our 
efforts to meet the challenge of postgraduate education. 
Recognizing that medicine is a lifelong study, all phy- 
sicians and medical organizations have a responsibility 
toaid the development of sound programs to keep the 
practicing physician abreast of scientific advances. 

Related to medical training is the growth of special- 
ation. We must find ways and means of balancing 
and coordinating the efforts of general practitioners 
and specialists. We must make objective studies of the 
changing needs in all categories and channel specialist 
services into over-all programs that are better tailored 
tomeet the health needs of the people. However, 
those needs never will be met adequately through 
cold science and technology alone. We have the addi- 
tional challenge of re-emphasizing human values and 
restoring a warm, personal relationship. 

Underlying everything ahead of us is the future 
progress of medical research. In this field the challenge 
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involves promoting better coordination, eliminating 
duplication and bringing about economic utilization 
of our energies. A major challenge within this area 
will be to stimulate both basic and clinical research 
leading to better knowledge of cardiovascular diseases, 
cancer, arthritis and all types of chronic illness. 

The latter point is extremely important because one 
of our most immediate and compelling challenges is the 
health care of the aged. Today there are 15 million 
Americans age 65 or older. By 1975, there will be 20 
million. We must help them meet both the medical and 
socio-economic impact of longer life. We must work to 
increase and improve voluntary health insurance cover- 
age of older people, to expand health care facilities tai- 
lored to the needs of the aged and to develop more 
community health services for our senior citizens. 

In cooperating with the health insurance industry, 
the profession must go beyond the problem of the aged. 
We must provide effective leadership in stimulating 
maximum growth and improvement of voluntary health 
insurance coverage for the entire population. An im- 
portant part of this is to promote pricing practices by 
physicians which will enable the industry to sell health 
insurance at a cost people can afford to pay. 

Related to this is the need for better understanding 
and liaison with labor, business, industry, consumer 
groups and other third parties involved in the provi- 
sion and financing of medical services. We must prove 
to these parties that it is to their advantage to preserve 
the principle of freedom of choice of physician and the 
right of the medical profession to judge the qualifica- 
tions and competence of physicians and hospitals. 

We must develop effective systems of disciplining 
unethical physicians and restraining those whose ac- 
tions are damaging to the entire medical profession. 

Casting its shadow in the years ahead is the threat of 
government domination. Our job is to prove to the 
American people and Congress that we and our allies 
are capable of conducting a program that is meeting, or 
can be expected to meet, the health needs of the people. 

All these challenges are difficult. If we consider them 
as Opportunities—and meet them with imagination 
and constructive effort—I think Americans can be 
assured of continued progress in medical science and 
increased dividends in longer, healthier lives. 
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Doctors and Hospitals 


ANYONE WHO HAS the temerity to prophesy is either a 
fool or will be proved to be one. 

To crystal-ball for just 20 years is hazardous. Rec- 
ognizing this hazard, I make two forecasts. First, I 
believe the importance of the hospital in the total 
medical care complex will be even greater than today. 
Second, I believe the importance of the administrator 
cannot but increase as the hospital organization be- 
comes more complicated, and the need for an ad- 
ministrative catalyst more urgent. 

I am not predicting that the doctor’s office will 
vanish from the scene—far from it. The private prac- 
tice of medicine is the bulwark of our voluntary hos- 
pital system and vice versa. I call special attention to 
the “vice versa” because I believe we tend to overlook 
this. 

The hospital, we must remember, answers the com- 
munity’s demands for the most economic and efficient 
grouping of the facilities to deliver modern medicine. 

The ever-sharpening focus on the hospital as the 
community health center results from the amazing 
advance of medical science. Many diseases, some 
previously incurable, are now cured more surely and 
quickly by a veritable barrage of medical knowledge, 
medical facilities and medical personnel, gathered in 
the hospital. 

Furthermore, the public dread of hospitals has been 
conquered by the accomplishments of medicine within 
its walls. This is not to say that people enjoy going to 
a hospital. However, they no longer consider it a 
charnel house. They recognize it as the best place to 
go when one is ill. 

Twenty years from now, the voluntary prepayment 
system will most certainly be vastly different if it is to 
exist. People like prepayment for medical care; they 
do not like limitations on the prepayment method. 
They can see little sense now and will see less sense 
in the future in a requirement that one be horizontal 
to get the benefit of prepayment. 

Expansion of prepayment in the ambulatory field will 
inevitably mean increased development of outpatient 
services based in the hospital. The hospital must be a 
preventive as well as a curative place. The outpatient 
department is the ideal center, for practicing physi- 
cian and patient, of organized preventive measures. 
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It is the place where the practicing physician looks 
inward to the hospital with his patient and looks out- 
ward from the hospital as the patient returns to his 
home. It is useless to repeat well-publicized popula- 
tion changes. No one doubts that the next 20 years 
will bring great increases in the numbers of people at 
both ends of our age scale, where both preventive and 
curative medicine are most needed. 

Population changes will be reflected by changes in 
hospital care. It is not too early to see that there will 
be further changes in the population characteristics of 
hospitals and in hospitals themselves. The chronic 
disease unit, the increasing importance of the nursing 
home, the self-help units and the intensive care units 
may make each hospital a community of hospitals. 

What as to costs in 1979? Some of the publicity of 
the “progressive” care concept has given rise to the 
impression that here is something which will give 
better care and, somehow, reduce costs at the same 
time. Those closest to the experiments in this area are 
not at all hopeful that the second result will be 
achieved; their first aim is the potential improvement 
in patient care. I think this is extremely proper. The 
American people have never received and do not want 
bargain basement care; they are willing to pay for 
first class care through prepayment. 

Whatever economies can be fashioned out of more 
efficient operation will be more than wiped out by 
medical science advances requiring more higher-priced 
equipment and highly-trained personnel. I think our 
job, if the voluntary system is to be with us in 1979, 
is to convince the public of the high values received 
in medical care in hospitals and to support the ex- 
tension of the prepayment principle. 

As Alan Gregg wrote, ‘The real competition will 
come, it seems to me, not between private practice and 
socialized medicine but between voluntary prepay- 
ment plans and socialized medicine . . . I believe 
voluntary prepayment is preferable to any other 
method . . . particularly because voluntary insurance 
stimulates the vigilance that is the price of freedom 
and so educates the consumers of medical care.” 

These strong words express the hopes of a very wise 
man. I believe that 1979 will bring us proof of his 
wisdom. 
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Physician-Patient 
Relationship 


lp THE CHALLENGES FACED by medicine during the past 
two decades hold any portent for the future, it can be 
assumed that the profession will continue to face prob- 
lems of major importance to medical care. A social cli- 
mate which nurtures personal security rather than 
personal freedom, a scientific climate which taxes the 
capacity of the physician to absorb its rapid metamor- 
phosis and a hospital climate which increasingly en- 
ables the corporate hospital to assume an ever more 
dominant role in medical care constitute three power- 
ful factors which are today changing the very structure 
of medical practice. 

The nature of tomorrow’s challenges to the medical 
profession will depend on trends in these three areas. 
Opinion as to their relative importance must depend 
on the individual’s point of view, because each is 
important. I am sure that if I were engaged solely in 
the field of medical education, I would feel the greatest 
challenge to medicine lies in adapting the training of 
young physicians to the constantly changing needs of 
society. 

If | were engrossed in the problems of hospitals and 
of voluntary insurance to the exclusion of all else, I 
would envision the greatest challenge in the provision 
of hospitalization to all classes—without domination 
by the federal government. But if I were a geneticist or 
nuclear physicist, I would have as my goal the use of 
nuclear energy without deterioration of the nation’s 
germ plasm. 

With the expected increase in longevity, the fields 
of rehabilitation and mental health could well present 
the greatest challenges. I have no disagreement with 
those who are wrestling with today’s problems in each 
of these important fields. Each expert knows his own 
problems best. 

However, I am none of these. Rather, I am a family 
physician forced to observe a deterioration in the 
physician-patient relationship—an unwanted by-prod- 
uct of the loss of the close, personal bond which 
formerly set the medical profession apart from other 
professions. 

It is not difficult to spot the patient who comes from 
the clinic, the university hospital or the famous med- 
ical center. He has the impression that, while his dis- 
ease has been treated, he himself has not. Patient re- 
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sentment of assembly-line therapy by large numbers of 
regionally limited physicians is widespread. When the 
patient begins to believe he is essentially nothing but 
a hospital number, he begins to object. When he 
searches through the phone book and fails to find a 
single doctor who, because of the limitations of special- 
ty, is willing to come to his aid, he loses confidence in 
the medical profession and is led to believe that the 
government might better provide for his medical needs 
after all. 

It is in this field—the field of physician-patient 
relationship—that the greatest challenge facing the 
profession lies. With the continued trend toward more 
and more specialization, this problem will continue 
to rank first. 

Will this challenge be met? If so, how? It will be 
met by the training of more family physicians— physi- 
cians who will assume the responsibility’for the con- 
tinuing care of the patient and his family, who will 
call consultation when indicated, but who will con- 
tinue to exercise a guiding hand over the patient’s 
medical and economic welfare. 

This physician will be a generalist with thorough 
grounding in internal medicine. His undergraduate 
training will accent the patient as a person. His grad- 
uate work will be comprehensive, first two, then three 
years. His preparation in medicine, pediatrics, geri- 
atrics, preventive medicine, rehabilitation, psychiatry 
and trauma will be far more comprehensive than it is 
now. His obstetric and surgical practice will depend 
on his training. 

The production of such family physicians, in 
numbers adequate to meet the need, depends upon the 
medical school faculties and the staff members of the 
hospitals offering graduate training. They must recog- 
nize the urgency of the problem. Present indications 
that this challenge will be met are most encouraging. 
One must particularly cite the work of the American 
Medical Association, the Association of American 
Medical Colleges and the American Academy of Gen- 
eral Practice. It is this observer’s opinion that this 
vital field is receiving—and will continue to receive 
for years to come—the analysis and treatment its 
importance dictates. The challenge to medicine will 
be met. 
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Distribution 
of Services 


A VARIETY OF CHALLENGES will face medicine in the 
future, even if international and economic uncertain- 
ties do not affect its normal development too greatly. 
Of greatest concern is and will be the effective and 
economic distribution of its services. This will come 
closest to accomplishment if the medical profession is 
able to cooperate and willing to compromise with the 
social forces modifying the patterns of life. As these 
inevitable changes take place, medicine must not be 
found in the position of protecting a system of practice 
that has passed its peak; of trying to deliver modern 
services according to a rigid formula. 

Progress in the study of disease, a progress that has 
made such phenomenal advances in recent years, is 
based mainly on the physical sciences. The complete 
care of the sick and the well is, in addition, a social 
science, and the social sciences will need to keep more 
nearly abreast of the physical sciences than has usually 
been the case. Great sums of money—$1 billion by 
1970, it has been estimated—are being given to pro- 
mote research in disease, and great advances are being 
made, compared to the less conspicuous successes in 
the social sciences, which are still a matter of trial and 
error. Fifty cents of each research dollar comes from 
the national treasury and much of the remainder from 
large foundations, some of them devoted to categoric 
research. The social and economic changes necessary 
for the deployment of the discoveries that are being 
made are still too much a matter of expediency and a 
tardy reaction to popular demand. 

Physicians, also, are victims of the high cost of 
healing and its causes—more effective (and more ex- 
pensive) methods of diagnosis and treatment, nearly 
perpendicular increases in hospitalization costs and 
an inflationary trend that shows no sign of stopping. 
They must face the fact that in the aggregate, in their 
need to maintain a place in the economic and social 
structure, they have lost popularity and esteem. Too 
many persons, perhaps unable to analyze the situation 
and unwilling to make distinctions, believe that self- 
interest has been substituted for a dedication to 
service. Unfortunately, a small percentage of the pro- 
fession is vulnerable to such criticism and has helped 
establish an unfavorable pattern in the minds of many 
laymen. Scientific medicine, on the other hand, has 
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tended to create a barrier that separates the physician 
who divides his time between investigation and prac- 
tice, from the people whom he serves too remotely, 

The challenge will be the breaking down of these 
walls: the taking of the public more into our confi- 
dence, to make it evident that our best services are for 
all the people; to show that the efforts we are willing 
to make are more for our patients and less for our- 
selves. We must cultivate a humble mind, a contrite 
heart and a discerning conscience. We must develop 
a new set of slogans, talking less about fee for service 
as the only method of recompense, perhaps even 
modifying, under special circumstances, the cherished 
principle of free choice of physician. 

With increasing socialization of life’s activities 
apparent everywhere, the practitioner must be flexible 
enough to adapt to changing conditions and buoyant 
enough to ride the wave of the future. He will need 
to compromise between traditionalism and reality, 
break further away from the frock-coated era of the 
divine right of the physician in the care of the sick and 
pay more attention to the patient’s right to benefit 
from whatever service offers him the greatest help. 

In this respect the British ecclesiastic commission, 
appointed in 1953 by the Archbishops of Canterbury 
and York to consider the “theological, medical, psy- 
chological and pastoral aspects of Divine Healing,” 
deserves attention. Aided by a special committee of the 
British Medical Association, the commission con- 
cluded that the church, too, has a mission in healing 
the sick that is entrusted to clergy, physicians and 
nurses; that it is a misconception that doctors and the 
medical profession have some sort of vested interest 
in sickness to be jealously preserved. 

The most important challenge will be the economic 
extension of medical services into each level and every 
corner of human existence, in an increasingly social- 
ized society. One of the most important factors in this 
general extension of the practitioner’s functions will be 
his need to preserve the common touch; to maintain 
his dedication to service. Only thus may he continue 
to enjoy the place that Robert Louis Stevenson gave 
him in a classification of those “that stand above the 
common herd: the physician almost as a rule. He is the 
flower (such as it is) of our civilization.” 
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Chronic Disease 
and Disability 


ALTHOUGH THE FURTHER EXTENSION of life expectancy 
during the next 20 years will not be as great as in the 
past two decades, the growing number of older persons 
in our population and the resulting increased inci- 
dence of both chronic disease and chronic disability 
will without doubt be among the most serious chal- 
lenges facing medicine. 

Although the pathology of many of the chronic dis- 
eases remains at present irreversible, experience has 
shown that the social, emotional and vocational seque- 
lae of these diseases need not be. 

Unfortunately, in the past, the medical attitude to- 
ward the chronically disabled has too often been one of 
hopelessness and passive acceptance. Experience with 
modern dynamic rehabilitation using the team ap- 
proach has shown that much can be done to help these 
patients. 

Hemiplegic patients, for example, have filled the 
back beds of our medical wards, the back bedrooms of 
their families’ homes and have crowded the few avail- 
able beds in nursing homes and institutions for the 
chronically disabled. Studies have shown, however, 
that 90 per cent of all hemiplegic patients can be taught 
ambulation, self-care and urinary and fecal continence. 
Fifty per cent can be taught to do gainful work. 

More recent studies have also indicated that there is 
no correlation between the degree of the neurologic in- 
sult and success in rehabilitation. The three most im- 
portant questions in the rehabilitation of the hemiplegic 
patient are (1) does he have a job to which he can go, 
(2) does he have a home and (3) does someone love 
him. 

These and similar studies dealing with other cate- 
gories of chronically disabled patients have shown that 
the simpler rehabilitation procedures can and should 
be done by the practitioner or specialist responsible 
for the patient’s primary medical care and that such 
rehabilitation procedures should be an integral part of 
total medical care. Over and above this group of pa- 
tients are certain patients with severe disabilities 
(paraplegics, quadriplegics, severe hemiplegics with 
asphasia, victims of demyelinating diseases, etc.) whose 
needs cannot be met without a concentrated program 
under the leadership of a physician trained in rehabili- 
tation medicine. Such a program includes full and coor- 
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dinated utilization of the skills of many medical con- 
sultants and ancillary medical disciplines. 

One of the major problems now confronting medicine 
which will be further accentuated in the next 20 years 
by the growing incidence of disease and chronic disa- 
bility is how these services can be brought most effec- 
tively and most economically to those patients needing 
them. 

If any major attack is to be made during the next 20 
years on the problems of chronic disability, the general 
hospital and the individual practicing physician must 
be the focal points of that attack. It is only in doctors’ 
offices and in general hospitals that such services can 
be brought to the patient at the earliest possible time 
and that the costly and damaging physical, emotional, 
social and vocational sequelae of the acute disease 
process or trauma may be alleviated or minimized. 

New approaches will be required also for the care of 
the increasing numbers of chronically ill and chroni- 
cally disabled. Hospitals are now burdened by growing 
numbers of chronically disabled persons who are no 
longer in need of the services provided in hospitals. 
Keeping the chronically disabled persons in hospitals 
not only creates unnecessary medical, administrative 
and economic difficulties, but it is frequently not in the 
best interests of the patient. We must change our think- 
ing from the current use of the term “chronically ill 
and disabled” to the “chronically ill” and the “chroni- 
cally disabled.” These are two quite distinct groups 
with differing medical needs. The former require regu- 
lar and continuing service which can be provided only 
in a hospital; the latter who have permanent and often 
static disabilities need medical and hospital care only 
occasionally. 

Rehabilitation is not just a series of restorative 
techniques—it is a philosophy of medical responsi- 
bility. Failure to assume this responsibility means to 
guarantee the continued deterioration of many less 
severely disabled persons until they, too, reach the 
severely disabled and totally dependent category. The 
neglect of disability in its early stages is far more 
costly than an early aggressive program of rehabilita- 
tion which restores the individual to the highest pos- 
sible level of physical, economic, social and emotional 
self-sufficiency. 
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Medical Research 


Ir 1s osvious from the projections of statisticians that 
one challenge concerns the need to recruit and train 
more doctors and scientific investigators in medicine 
and biology. Before discussing this particular and im- 
portant challenge, however, it might be well to take a 
look at the future itself: at the kind and size of popula- 
tion we shall have in 20 years; at the direction research 
is now taking; and at the changes in diagnostic proce- 
dures, therapy and preventive measures that may be 
expected from future research developments. 

General practitioners scarcely need statisticians to 
tell them that the population is increasing at a rapid 
rate. They see this in their daily work. The general 
practitioner, too, is well aware that the proportion of 
persons over 65 and under 20 years of age is increasing 
and will continue to increase. Taken together, these 
two groups will, in ten years, represent half the total 
population of the United States. 

Other changes can also be expected. The public’s 
attitude will change. Scientists and physicians will 
merit added prestige but the public will expect and de- 
mand greater accomplishments (1) from science in 
terms of an ability to control disease and prevent phys- 
ical and mental disability and (2) from physicians in 
the prompt and effective application of the new knowl- 
edge which makes these things possible. 

It is reasonable to assume that medical research will 
increase in volume—indeed, a national medical research 
expenditure of $1 billion per year has already been 
projected for 1970. Accompanying this volume in- 
crease will be a continuation of the increase in scope 
and depth of medical research. 

The increase in scope has led to the study of groups 
of individuals and of man’s total environment in the 
search for the causes of serious disability and prema- 
ture death. Studies in epidemiology, utilizing the rigid 
tools of the biometrician to supplement the skills of 
the keen laboratory and clinical observer, are now 
clarifying problems in the field of cardiovascular 
disease and are throwing light into the dark areas of 
ignorance surrounding neurologic diseases and can- 
cer. While epidemiologic studies are not in general 
expected to solve the various problems in chronic 
illness, they can be expected to isolate, for subsequent 
discrete study and elucidation, the specific factors 
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which together cause or contribute to specific diseases, 

The increase in depth of medical research, through 
which we are able to examine the cell and its integrated 
systems, and to translate such observations to the total 
organism and its economy in health and disease, stems 
from modern advances in biochemistry and the ex- 
tensive development of the isotope technique. With 
continuing biochemical approaches to the study of 
therapeutic agents, we can expect an array of new 
drugs to tide us over until a frontal attack can be made 
on the killers and disablers. 

An even deeper penetration into the life processes of 
the cell will result from the impact of physical biology. 
As physicists, physical chemists and mathematicians 
turn their instruments of precision and models of 
thought to studies of biologic entities and processes, 
we shall gain understanding of the nature of intracellu- 
lar reactions and of the complex processes involved in 
the reproduction of specific protein, whether albumin, 
antibody or nucleoprotein. We shall obtain a physical 
as well as a chemical understanding of the important 
changes strikingly apparent in collagen diseases such 
as arthritis. We shall finally approach an answer to 
what a virus is and we will learn more about the physi- 
cal basis for its intracellular multiplication. We shall 
be able to establish the role of viruses in the causation 
of cancer. And from these same techniques of physical 
biology, in part, will eventuate highly potent, purified 
and perhaps modified viral antigens for use in the pre- 
vention of a whole host of viral diseases. 

Integral to these and perhaps even greater future 
gains will be both an expansion and a change in train- 
ing to use the new and improved instruments of pre- 
cision and techniques. It will be a matter of training 
for breadth of understanding the scope of and relation- 
ships between medical and biologic problems. 

The most striking changes in the practice of medi- 
cine will likely be in the physician’s application of new 
knowledge now being acquired in the field of mental 
health. Such knowledge will need to be applied to in- 
dividuals, with or without somatic disease, and to com- 
munity groups. A broadened approach through modi- 
fication of group dynamics will be essential to the solu- 
tion of serious problems of both the young adolescent 
and the older member of the population. 
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Recognizing 
Challenges 


| woutp crassiry the principal challenges that face 
medicine as those of: (1) the government at state and 
national levels; (2) pressures of economic conditions; 
(3) “third party” influence in physician-patient rela- 
tionship ; (4) fragmentation of medical practice; (5) in- 
creasing delay in beginning practice; and (6) the lead- 
ership of the medical profession. 

A look at the past ten years should convince the 
most skeptical person that the federal and state gov- 
ernments will be the most significant influence in med- 
ical practice during the next 20 years. The tremendous 
national growth of the Veterans Administration, of the 
social security principle, of the concept of the “right” 
of individuals for medical care and, at the state level, 
the assumption of responsibility for care of crippled 
children, for the broad field of vocational rehabilita- 
tion, for workmen’s compensation and the like, indi- 
cate a trend of socialization which medicine cannot 
escape. This socialization, while it may bring medical 
care to more people, will significantly change the eco- 
nomic status of the physician and strikingly alter his 
independence as an individual practitioner. 

Further, the government, by investing large sums in 
federal agencies, such as its National Institutes of 
Health, by subsidy of grants to medical schools and to 
institutions for medical research and training and by 
subsidy of education, will in large part outstrip and 
replace the gifts of foundations and independent do- 
nors for these purposes. Ergo, more government con- 
trol of medical research and education. 

Socialization appears inevitable. The rapidity with 
which it grows and the extent it reaches in 20 years 
will depend considerably on the level of private enter- 
prise. As long as economic conditions remain good, 
socialization will be slowed. Good leadership in the 
medical profession may also play a significant role in 
delaying the socialization of medical practice. 

“Third party” influence, especially by labor, with 
establishment of health plans and centers, seems in- 
evitable. The development of “health” insurance plans 
for employed groups, incorporating coverage for major 
catastrophic illness and for care of people over 65, will 
be second only to the government’s role in underwrit- 
ing, by taxation, the costs of these services for those 
not covered in groups, already retired or “over age.” 
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The rapid growth of medical science will further 
fragment the practice of medicine. Specialization and 
group practice will grow. To survive, the general prac- 
titioner will have to obtain further training and grad- 
ually limit his area of influence to that of a triage officer 
or practice in fringes of large cities or rural areas. 

The great growth of medical science will lead to 
prolongation not of the medical school years or the 
premedical period but of training beyond the intern- 
ship. Already this is a five- to six-year period for the 
surgical specialist, and gradually the number who will 
take the “extra year” beyond residency is increasing. 
In fact, the medical school years are becoming simply 
a period of preclinical training. The economic pressures 
which will result from this delay, plus that of two 
years’ military duty, will inevitably make medicine less 
attractive for many able students, will lead to further 
government subsidization and will wear away at the 
independence of the profession, which is the most im- 
portant base of the quality of medical care. 

If the medical profession is to maintain the leader- 
ship it has exercised in medical practice, education 
and research, it must recognize these important chal- 
lenges. Perhaps most important of all is that of leader- 
ship of the health team. There are at present approxi- 
mately 62 paramedical groups that are, in one degree 
or another, “essential” to the practice of medicine. 
Technicians of many varieties, psychologists, occupa- 
tional and physical therapists, to mention only a few, 
play a significant role in the care of the patient. If the 
members of these groups seek license and regulation 
outside the guidance of the medical profession and be- 
come independent groups and professions as have 
members of the nursing profession, then, to the degree 
that they become independent, will the influence of the 
physician decline, the quality of medical care diminish 
and the sick patient and the public health become a 
pawn. 

While I seem pessimistic in my estimation of the 
next 20 years, I do not subscribe to the belief that all 
of this is inevitable. Change is inevitable, but properly 
guided by medical leadership which is wise and un- 
selfish, strong but not uncompromising, physicians may 
maintain that measure of independence which is 
necessary for medical care of the highest quality. 
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The Future Calls for Action 


‘THE LOOK TO THE FUTURE by the authors of the preced- 
ing articles is packed with stimulating observations. 
But two themes are most provocative—the prospect of 
socialization of medicine and the need for changes in 
the attitudes and activities of physicians. 

Wilbur holds that further specialization of medical 
practices is inevitable. He believes that it will be less 
radical in form and extent if money is plentiful and if 
the leadership of the medical profession is strong. In 
the same vein, Crosby, Blasingame and others indicate 
that growth of voluntary health insurance is the surest 
way to prevent inordinate encroachment by govern- 
ment upon medical economics and therefore medical 
practices. To insure such growth, Blasingame calls for 
“pricing practices” that will permit provision of insur- 
ance that people can afford. And Crosby contends that 
insurance must expand to include payment for services 
to ambulatory patients—an expansion that he thinks 
will necessitate an increased development of outpatient 
service in hospitals. He believes that the hospital must 
provide more than “curative” medicine, that it must 
provide “preventive” medicine as well. 

Bauer warns the profession that it is in grave danger 
of losing its freedom—a danger that he attributes to 


apathy, disunity, a mercenary attitude and (DeTar 
adds) a lack of the human touch in dealing wit! pa- 
tients. 

Garland weaves the two themes together when he 
urges that physicians “‘cultivate a humble mind, a con- 
trite heart and a discerning conscience.” He adds, 
“We must develop a new set of slogans, talk less about 
fee for service as the only method of recompense, per- 
haps even modifying, under special circumstances, the 
cherished principle of free choice of physician.” He 
wants physicians to “break further away from the 
frock-coated era of the divine right of the physician in 
the care of the sick, and pay more attention to the 
right of the patient to benefit from whatever service 
offers him the greatest help.” 

It is to be strongly hoped that the foregoing manipu- 
lations of the Ouija board will receive the greatest 
possible attention of GP’s readers. If hackles rise and 
protests or denials erupt, so much the better. Surely 
such manifestations will signify interest. And it is high 
time that all physicians took interest. 

If some of the pronouncements of the authors are 
irritating or discouraging, or even frightening, remem- 
ber this: Man can think and therefore plan. He has a 
capacity to control his own destiny. 

Hueu H. Hussey, M.p. 
Medical Editor 
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Practical Gynecology. 2nd ed. By Walter J. Reich, M.D. and 
Mitchell J. Nechtov, M.D. Pp. 648. Price, $12.50. J. B. 
Lippincott Company, Philadelphia, 1957. 

As a RULE, when I read a book which the publisher states 
is particularly designed for general practitioners, I read 
and view it with some misgiving because I always contend 
there is the right way and wrong way of doing procedure, 
regardless of what type of physician is rendering the 
medical service. 

I was very pleasantly surprised when I read Practical 
Gynecology. It is a complete, comprehensive discussion of 
gynecology without dissecting the individual. All elements 
of evaluation are considered in this volume. 

The print is large; the format is such that the book is 
very easily read. The language is quite easily understood 
and the information is catalogued by title to facilitate using 
this volume as a reference. Although the illustrations are 
minimal, they are clear and adequate. It is my opinion that 
any general practitioner would value this text as an asset 
to his library. —Hottanp T. JACKSON, M.D. 


Treatment of Acute Poisoning. 2nd ed. By E. H. Bensley, M.D. and 
G. E. Joron, M.D. Pp. 212. Price, $4.00. Williams ¢ Wilkins 
Company, Baltimore, 1958. 

THis HANDBOOK limits itself to the basic principles of treat- 

ment of poisonings and their immediate diagnosis and care. 

Concise and excellently arranged, this ready reference is 

easy to use. 

Any physician who sees emergencies of such nature will 
find this little book a valuable one. It has the virtue of 
brevity and clarity and is recommended for offices, emer- 
gency rooms and the physician’s library. 

—Fount RICHARDSON, M.D. 


Pediatric Gynecology. 4th ed. By Goodrich C. Schauffler, M.D. Pp. 
350. Price, $9.00. The Year Book Publishers, Inc., Chicago, 1958. 
Tuis 1s an excellent book for general practitioners, pedia- 
tricians and pediatric surgeons, in that it covers the whole 
field of pediatric gynecologic problems from delivery 
through adolescence. 
Psychologic factors are not omitted in any phase, and the 
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Practitioner's Bookshelf 


writers stress approach to the patient, as well as to the 
family, as a definite part of diagnosis and therapy. 

The text is divided into sections which consider the 
anatomy, physiology, pathology and psychology of a par- 
ticular organ or system. It also emphasizes the social 
aspects of pathology or disease, and includes rehabilitation 
in the treatment. 

An addition to this fourth edition is a chapter on the 
intersexes and pseudohermaphroditism. Also included are 
chapters on the social connotations, social and medicolegal 
aspects of pathology and disease. 

There are 84 illustrations in black and white which tie 
in very well with the text, and which are in close proximity 
to the explanations. 

I found this a very informative, easy-to-read book con- 
taining clearly stated ideas, a book certainly worthy of use 
by students as well as by physicians engaged in pediatric 
work. My one complaint would be the high gloss of the 
paper, making an annoying glare in most lighting situations. 

—Marysorir E. Conrab, M.D. 


The Student Life. Edited by Richard E. Verney. Pp. 214. Price, $4.00. 
Willtams ¢ Wilkins Company, Baltimore, 1957. 


THis BOOK is without value for present-day doctors. It pro- 
vides premedic students with the philosophy of medicine in 
England at a time when seven-eighths of all doctors were 
general practitioners and the rest were consulting special- 
ists. Present-day problems were not foreseen. 

—Loren G. SHROAT, M.D. 


Polymyositis. By John N. Walton, M.D. and Raymond D. Adams, 
M.D. Pp. 270. Price, $7.00. Williams and Wilkins Company, 
Baltimore, 1958. 


THIS OUTSTANDING monograph on a subject that is only be- 
ginning to be understood is a superb reference source. The 
authors have had an extraordinarily rich experience with 
the wide variety of muscle diseases which they group under 
the term “polymyositis.” In addition, they have thoroughly 
reviewed the literature so the book is also a guide to other 
source material. 

The illustrations—some in color—reinforce the reader’s 
understanding of the clinical and pathologic features of the 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 

* * * 
* Sleep paralysis may occur more often than realized. 


It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .” 
—Sir Philip Sidney 


You can trust Lorusate®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTr’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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accompanied by the inability to speak or hallucinations. 


various muscle diseases. The printing, binding and index 
are excellent. In sum, the book is recommended for the 
reference shelf. —Huvuceu H. Hussey, «.p. 


The Psychologic Study of Man. By John Money, Ph.D. Pp. 216. 
Price, $4.75. Charles C Thomas, Spring field, Ill., 1957. 


THIs BOOK is intended as a critical inspection of familiar 
axioms and theories concerning The Psychologic Study of 
Man. 

In the first four chapters, the author sets out to find some 
way of solving some of the ¢ roblems of psychology, especial- 
ly those derived from a dualistic approach to the mind-body 
problem. He attempts to correlate basic postulates of psy- 
chology with those of other sciences. 

This text is rather difficult to read, and one might well 
ask whether or not it accomplishes its purpose. This reviewer 
found it very interesting but of doubtful value to general 
practitioners. It seems as though this study is more for the 
advancement of a different theory and would be primarily of 
interest to those in the field of psychology and psychiatry. 

—Carrout L. WitTen, 


Surgery of the Chest. A Handbook of Operative Surgery. 2nd ed. By 
Charles K. Kirby, M.D. and Julian Johnson, M.D. Pp. 398. 
Price, $9.75. Year Book Publishers, Inc., Chicago, 1958. 


Tuis TEXT is primarily intended for those who do chest sur- 
gery or are interested in learning chest surgery. It begins 
with a good basic study of the surgical physiology of the 
thorax; evaluation of the general condition of the patient; 
pulmonary function tests; and preoperative preparation. It 
then discusses the several types of procedures for chest 
injuries, lung abscesses, type of incisions, surgical anatomy 
of the lung and various operative procedures. It includes 
different types of cardiac procedures and discusses them in 
detail. 

The book contains 86 illustrations which are very helpful, 
but I believe, unless one is doing chest surgery or assisting 
a great deal in chest surgery, it would be of no great value. 
One chapter on cardiac arrest and ventricular fibrillation, 
including diagrams, would be of tremendous value to anyone 
doing surgery of any nature. It gives a very clear, concise dis- 
cussion of the etiology and treatment—immediate and 
follow-up. I would recommend this chapter to anyone doing 
surgery, but the remainder of the book would interest only 
those who do a great deal of chest surgery or assist in this 
surgery. —A. J. FRANZI, M.D. 


Clinical Pathology in General Practice. Edited by Hugh Clegg. Pp. 

314. Price, $5.00. J. B. Lippincott Company, Philadelphia, 1957. 
THIs BOOK is an accumulated effort of chapter presentations 
written by 37 noted men in their specific fields. It is intended 
for general practitioners as a refresher dealing with practical 
techniques in obtaining laboratory specimens of all kinds 
and covering all systems. 

The subjects are well handled ; the descriptions are terse 
and proceed to logical clinical conclusions. Illustrations are 
generous and topic considerations are designed to offer 
the general practitioner the assistance of the clinical 
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pathologist and to provide him with some guidance in the 
interpretation of pathologic reports. 

In spite of its technical nature, this text would serve well 
asa reference in any physician’s library. 

[must take exception to the rather general impressions of 
the collaborators concerning their attitudes toward general 
practitioners. I believe the latter in America are much 
better versed in the over-all practice of medicine than their 
English counterparts. —A. E. M.D. 


An Atlas of Regional Dermatology. By G. H. Percival, M.D. and 
T. C. Dodds, F.R.P.S. Pp. 256. Price, $19.00. Williams & 
Wilkins Company, Baltimore, 1958. 


Tue PuRPOSE of this book is to serve as an aid in the diagno- 
sis of skin diseases. It is illustrated in full color with 475 
dinical subjects, divided regionally into the head and neck, 
hands and arms, feet and legs, trunk and generalized erup- 
tions. The photographs are beautiful in their detail. The 
authors are to be commended for this visual aid to derma- 
tologic diagnosis. 

For the generalist who is acquainted with the usual in skin 
disease, this book is a valuable aid. For the diagnosis of the 
unusual skin pathology, this book is a “must.” 

—Louis H. Werner, M.D. 


Oral Surgery. 3rd ed. By Kurt M. Thoma. Pp. 1,607. Price, $27.50. 
C. V. Mosby Company, St. Louis, 1958. 


Oral Surgery is a clinical book dealing principally with 
the science and art of oral surgical procedures. This third 
edition is in one volume, and comprises 23 chapters and 
more than 1,800 photographs and illustrations. It is com- 
prehensive in its scope, all phases of oral surgery being 
thoroughly presented. The book gives specific descriptions 
of various operating techniques for the correction and 
elimination of oral surgical abnormalities and diseases. 
There is good attention to detail and the text is nicely 
integrated with the various step-by-step illustrations, many 
of which are in color. The text is well written and quite 
easy to follow. 

Of special interest in this edition are four newly added 
chapters on “Pharmacology,” ‘Roentgen Examination 
of the Face and Jaws,” “Anesthesiology” and ‘Surgical 
Eruption and Positioning, Transplantation and Replanta- 
tion of Teeth.” 

The recent advances in surgery for mandibular retru- 
sion, prognathian and open bites are discussed, as well as 
the handling of bone grafts. 

While the book is primarily a text for the undergraduate 
and graduate student interested in dental and oral surgery, 
it is an excellent reference book for oral and plastic sur- 
geons, nose and throat men—in fact, for any physician or 
dentist. —Morven Curran, D.D.s. 


Psychiatry in Theory and Practice. By Beulah Chamberlain Bossel- 
man, M.D. Pp. 143. Price, $4.00. Charles C Thomas, Spring- 
field, Tll., 1957. 


Tuts rexT is based on a series of lectures given at the 
University of Illinois Neuropsychiatric Institute for the 
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sleep from 


Lotusate’ 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®—120 mg. (2 grains). 


Adult somnifacient dosage: 1 purple Caplet 
15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


() LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbuta!) and Caplets, trademarks reg. U.S. Pat. Off. 
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now, for the first time, liquid meprobamate 


Meprobamate, Wyeth 


Wyeth 


Phitageiphia I, Pa. 


acceptably flavored... 
your answer to tablet problems in anxiety 
and tension states 


e in children 
e in the aged 


e in all patients who reject tablet 
medication 


SUPPLIED: Suspension, 200 mg. per 5-cc. teaspoonful, bottles of 4 fluid- 
ounces. Also available: Tablets, 400 mg., scored, bottles of 50; 200 mg., 
scored, vials of 50. WYSEALS® EQUANIL, tablets, 400 mg., vials of 50. 
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frst-year resident physicians in psychiatry. The aim of 
this compact volume is to present concrete problems of 

jatric practice and, at the same time, to give the 
gudent a feeling for the origin, movements and philo- 
sophic orientation of present-day psychiatry. 

The book is excellently done. It is clear, concise and 
yell planned from the first chapter to the last. The final 
chapter on “Psychiatry, Science, and the Good Life” is a 
philosophic discussion on the dynamics and problems of 
living. This chapter is in itself worth the price of the book. 
It is highly recommended to family physicians whose pa- 
tients’ problems fall within the scope of this book. 

—Louts H. WEINER, M.D. 


Outline of Orthopaedics. 2nd ed. By John Crawford Adams, M.D. 
Pp. 428. Price, $8.00. Williams ¢ Wilkins Company, Balti- 
more, 1958. 


THis CONCISE volume of 428 pages is easily read and graph- 
ically illustrated. The author has omitted many rare con- 
ditions and directions of operative technique. He gives 
only the bare essentials, and fractures have been excluded. 

This volume is primarily intended for students and for 
those who are studying for qualifying examinations. It 
should also be of value to the physician who has occasional 
orthopedic problems. 

I believe that the greatest benefits to be derived from 
this book are the notes of various methods of examining 
joints and limbs, as well as the clear exposition of clinical 
methods. There is always great benefit from competent 
examination of the extremities and the ability to elicit the 
physical signs correctly. 

Paragraphs on treatment are specific and concise and 
directions are explicit enough that they may be easily 
followed. 

For those who do only office orthopedics and exami- 
nations, this book should prove to be of value. 

—Matcom E. PuE.ps, M.D. 


Curent Therapy, 1958. Edited by Howard F. Conn, M.D. Pp. 827. 
Price, $12.00. W. B. Saunders Company, Philadelphia, 1958. 


THIS TENTH annual edition most successfully achieves the 
editor’s high objectives. An attempt to critically review the 
tntire volume in a short space would serve only to stint the 
merits of this comprehensive book. Much credit must be 
given to the ten consultants and the careful selection of the 
large number of contributors. Not only has great effort 
been made to keep therapy in pace with the rapidly chang- 
ing developments in medicine, but the translation to physi- 
cian application also is achieved through the clinical re- 
search of these authors. 

The reader is given the advantage of two methods of 
therapy in several instances—hypertension, myocardial 
infarction, Peyronie’s disease and benign prostatic hyper- 
tophy. Other comprehensive subjects, such as cardiac 
athythmias, dermatitis, C.V.A., psychoses, trauma of and 
tumors of the nervous system and menstrual abnormalities, 
ae subtopics covered by individual authors. These fea- 
lures, together with the excellent roster of drugs, pediatric 
dosages, tables, clinical laboratory values with their im- 
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Practical Guides to the Solution 

of Your Surgical Problems 

Just Published 

Stephenson CARDIAC 

ARREST AND RESUSCITATION 


Few emergencies are remembered as vividly as those of 
sudden cessation of cardiac output—an emergency ex- 
perienced by virtually all physicians who do any sur- 
gery. The first complete monograph on the “most catas- 
trophic event that occurs in medicine,” Dr. Stephenson’s 
new book can give you all the facts available to help you 
successfully resuscitate a human heart whenever such an 
emergency might occur. 

In this new book the author gives you a concise sum- 
mary of present day knowledge on cardiac arrest and 
resuscitation buttressed with a study of over 1,700 cases 
of cardiac arrest contained in the Cardiac Arrest Regis- 
try established by Dr. Stephenson with the help of phy- 
sicians all over the world. Presenting a wealth of up-to- 
date information not previously published, this new book 
contains a full discussion of cardiac arrest, its etiological 
factors, its prevention, together with prompt resuscitative 
procedures. Unquestionably, Dr. Stephenson’s book is a 
*‘must” for your professional library. 

By HUGH E. STEPHENSON, me Professor and Chairman, De- 
of Surgery, University of Missouri School of Medicine; Chief of 


partment 
Surgery Service, University of Missouri Hospitals. Just published. 1 
378 pages, 6% "x9¥%", 31 illustrations. 


New 3rd Edition 


TEXTBOOK OF SURGERY 
Edited by H. F. Moseley, M.A., D.M., F.A.C.S. 
Written by 40 Well Known Surgeons and Educators 


The general practitioner who is only occasionally con- 
fronted with surgical problems demands a reference book 
that is concise, up-to-date, well written and, at the same 
time, highly readable and well illustrated. Such a book is 
the new 3rd edition of TEXTBOOK OF SURGERY. 

Here is the only surgery book available today that is 
truly up-to-date—that is well rounded without undue 
emphasis on the surgery of any one part of the body— 
that is copiously illustrated with over 700 text photo- 
graphs and drawings including well over 100 color plates 
in a field where visual aid is so important. Integrating 
basic principles with clinically tried procedures, this 
book gives you “reasons why” certain procedures are 
recommended so that it can help you understand the 
thinking behind all types of surgery. 

The sections on surgery of the heart, great vessels and 
lungs have been completely rewritten and an important 
new chapter on ‘Pediatric Surgery” written by Dr. H. E. 
Beardmore and Dr. G. M. Karn add much to the value of 
this revision. 

Edited by H. F. MOSELEY, (Oxon), F.A.C.S., F.R.C.S. 
(Eng.), Assistant Professor of ae aa University; Associate Sur- 
geon, Royal Victoria 
month. 3rd edition, 
tions, 108 color phates, About 
At Your Favorite Bookstore or Order on 10 Day Approval From 


The C.V. MOSBY Company 


3207 Washington Boulevard, St. Lovis 3, Missouri 


i, Montreal, Canada. Ready later this 
approx. pages, "x10", 738 text illustra- 
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SUMMARY OF REPORTS 


No. of 
Patients Results Percent 


Excellent 


6,553 31.0% 


A 
NEW 
DIMENSION 
IN 

RESEARCH 


10,843 Good 51.3% 


2,703 Fair” 12.8% 


1,033 Unsatisfactory 4.9% 


(Total Number of Side Effects: 638 |3.0%]) 


This data deals with the 


results obtained by 1,988 
physicians, treating 21,128 
hypertensive patients with 


Unitensen. The “‘Proof In 


Practice” study validates, 
in day-to-day private practice, 
the findings of clinical trials 
conducted in hospitals and 
institutions. It proves that 
Unitensen affords safe, 
dependable office management 
for the majority of hypertensive 
patients. Unitensen lowers 


blood pressure . . . improves 


cerebral and renal blood flow... 


exerts no adverse effects on 


al 
ns a ge circulation . . . and, is virtually on 
NITE. SEN-R° free of side effects. 
Gannates) 1.0 Reserpine, mg. 
ha 
Meinber 
| Meiaber in 
Clinical suprlies available on request. Irwin, Neisler & Co. Wi 
For prescription economy, prescribe in 50's. Decatur, Illinois lo 
Te 
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portance and a very complete index, serve to increase the 
elective scope of the volume. 

The integration and application of therapy of general, 
traumatic and emergency surgery, of gynecology and ob- 
setric problems and of diseases are most helpful to the 
harried physician in general practice. Inferentially, it is 
apparent to the reviewer that adequate therapy demands 
broad general knowledge. The well-outlined summations 
of diagnoses and treatments enable the concerned physi- 
cian to balance more effectively the equation of adequate 
and successful care for the individual patient. 

The combined use of generic and proprietary names of 
pharmaceuticals, listing one or the other parenthetically, 
is most commendable for time saving and reduction of 
mental effort. 

As to the specific point in question—that of adding this 
volume to the office consultation room bookshelf or the 
hospital working library—there is no equivocation! To 
substantiate this statement, Section 15, “Disease Due to 
Physical and Chemical Agents,” is cited, particularly Dr. 
Arena’s compilation and cross indicating the toxic agents, 
symptoms and treatment by means of 43 general types with 
specific illustrations correlated with 48 substances in 
household usage, together with 15 double-columned, small 
type pages (713-748) of commercial products by trade 
vame and toxic ingredient. The availability and usefulness 
ofonly this portion of the book warrants placing the volume 
in the emergency room or adjacent staff room shelf of gen- 
eral hospitals. This would greatly enhance the linkage of 
the poison control center chain. 

Of books, as with friends, it may be said, “This one is 
worthy.” —Carrou B. ANDREWS, M.D. 


Pre-employment Disability Evaluation. By William A. Kellogg, M.D. 
Pp. 148. Price, $10.50. Charles C Thomas, Springfield, IIl., 
1958. 

EACH APPLICANT for employment in all phases of industry 
has certain limitations with which he lives daily and which 
may develop during his lifetime. It is important for the 
medical examiner in industry who is charged with evaluat- 
ing the prospective employee to be able to determine what 
these limitations are and how they will affect the employee 
in his job and to provide management with such informa- 
tion, 

This text, Pre-employment Disability Evaluation, satisfies 
along-felt need and will be an extremely valuable aid not 
only to the generalist doing pre-employment examinations, 
but to the full-time industrial physician as well. 

After a general survey of the field of industrial pre- 
employment examinations, including purpose and tech- 
nique, each organ system is considered in the light of con- 
ditions both commonly and uncommonly met that may 
have a bearing on the efficiency and habits of the applicant. 
_ Asection on medical forms useful in making and record- 
ing both the original and re-examinations is included along 
with suggestions for their use. The book is printed in 
loose-leaf form with perforations so that all pages can be 
removed and placed in a ring binder where additions or 
changes may be inserted in appropriate sections. 
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You The Judge 


Accept this cordial invitation to use the 
"Year Book” 10-day approval plan to select 
the medical books most beneficial in your 
practice. See before you buy. No obligation, 
of course. 


7 NEW BOOKS AND NEW EDITIONS 
OF TOP INTEREST TO EVERY CLINICIAN 


Cave’s FRACTURES & OTHER INJURIES—By 39 Staff Mem- 

bers of the Massachusetts General Hospital Fracture Clinic and 
Harvard Medical School Faculty. Edited by Epwin F. Cave, M.D. 
863 pages; 1775 illus. on 612 figs. $28.00. Pub. July, 1958. 


Smith's STAPHYLOCOCCAL INFECTIONS—By Ian MacLean 

SMITH, M.D., Assistant Professor and Chief, Infectious Disease 
Division, Department of Internal Medicine, State University of Iowa. 
180 pages; illus. $4.25. Pub. November, 1958. 


Jordan's THE PHYSICIAN & GROUP PRACTICE—By Epwin 
P. JorDAN, M.D., Executive Director, American Association of 
Medical Clinics. 224 pages; $6.75. Pub. July, 1958. 


Compere et al. PICTORIAL HANDBOOK OF FRACTURE 


TREATMENT—By Epwarp L. Compere, m.p., Sam W. Banks, 
M.D., and Ciinton L. Compere, M.D., Northwestern University. 448 
pages; 795 illus. on 268 figs. $7.50. New 4th Ed. Pub. Nov. 1958. 


Cc] Hodges et al. RADIOLOGY FOR MEDICAL STUDENTS—By 

Frep Jenner Hopces, M.p., IsaporE LAMPE, M.D., and 
Joun F. Hott, m.p., University of Michigan. 450 pages; 475 illus. 
on 109 figs. $8.50. New 3rd Ed., Pub. Oct. 1958. 


Reqvarth’s THE ACUTE ABDOMEN—By Wa. Reouanrn, 
M.D., University of Illinois College of Medicine. 313 pages; 
154 illus. on 89 figs. $6.50. New 2nd Ed., Pub. June, 1958. 


Cc] Randall's ELEMENTS OF BIOPHYSICS—By James E. Ran- 
DALL, B.S.E.E., M.S., PH.D., University of Missouri Medical 
Center. 333 pages; 112 illus. $8.00. Pub. Nov., 1958. 


Check above the books you wish sent on our 10-day approval plan. Add name 
and address below then tear out entire list and mail to . . . 


The Year Book Publishers, inc., 
200 East Illinois St., Chicago 11, Ill. 
Send books checked above. Bill me subject to 10 days’ approval. 
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Personal Weight Los® 


in obesity management 
... the incentive plan 


YOUR PATIENT CHARTS HIS OWN 
PERFORMANCE LINE against your PREDICTION LINE 


In giving each patient his ten-week chart of predicted 
weight-loss, you provide weekly goals as incentives for 
adhering strictly to your prescribed diet. 


As the patient records his weight-loss performance 
week by week on the same chart, he experiences the 
satisfaction of achieving these goals you have set. 
And, equally important, he quickly sees the 
consequences of caloric overindulgence. 


Each packet of ten charts includes a calorie nomogram 
— a time-saver in determining predicted weight-loss 
on the reducing diet you prescribe. 


Exclusively for physicians —A professional service of the 


Please send me complimentary packet of ten Weight-Loss Performance Charts. 


Florida Citrus Commission + Lakeland, Florida 


Florida Citrus Commission 
Lakeland, Florida 
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This book is well written, readable and cannot help but 
be a great aid to physicians who are dealing with pre- 
employment physical examination programs. 

B. Hivpesrand, M.D. 


Endocrine Pathology of the Ovary. By John McLean Morris, M.D. 
and Robert E. Scully, M.D. Pp. 150. Price, $8.50. C. V. Mosby 
Company, St. Louis, 1958. 


Tus 1s a classical type of textbook giving the histology, 
pathology and some clinical examples of endocrine dis- 
orders of the ovary. It would be excellent for the student 
in this specialty and the pathologist, but I believe that it is 
too highly technical as a general usage text for the general 
practitioner. 

The text includes some 75 black and white microscopic 
pictures, but none of the gross specimens or of the patients 
with the various problems. Each chapter has a long list of 
references which could be helpful to those with the time 
and interest in the subject to follow them. 

Generally, I found this book difficult to read because of 
the high-gloss pages, and so steeped in histology and 
pathology that I lost the clinical signs. 

E. Conran, M.D. 


| JUST KNOW SOMETHING'S 
HAPPENED... HENRY NEVER 


GOES ANYWHERE WITHOUT 


HIS CORIGIDIN TABLETS... 
TO TAKE AT THE FIRST SIGN 


laboratory Medicine—Hematology. By John B. Miale. Pp. 735. 

Price, $13.75. C. V. Mosby Company, St. Louis, 1958. 

Tus 1s a new book that contains 622 pages of text and has 
an appendix of 98 pages covering detailed methods for most 
of the laboratory procedures of hematologic interest. There 
are 192 illustrations, most of them excellent. The five-color 
plates leave much to be desired. Each of the 12 chapters 
has a good up-to-date bibliography. 

The index, though generally adequate, could be im- 
proved in that such headings as hemolysis and radioactive 
isotopes are not listed although they are covered in the text. 

The chapters include: hemopoiesis and cell survival; 
the bone marrow; medullary and extramedullary hemo- 
poiesis ; the transfusion of blood, blood products and blood 
substitutes; abnormal erythrocyte production; leukocytes 
and diseases of leukopoiesis; and hemostasis and blood 
coagulation. 

This is a good, well-written book. It is intended to 
“emphasize the correlation between laboratory and clinical 
data.” It should be useful to general practitioners as well 
as to medical students and physicians interested in the 
growing field of hematology. 

—Cnuartes E. Ratu, M.D. 


CN-J-998 


y- By Michael Bernreiter, M.D. Pp. 134. Price, 

$5.00. J. B. Lippincott Company, Philadelphia, 1958. 

Tue scope of this text gives an outline of the fundamental 
aspects of electrocardiography. In order to understand the 
electrical phenomena of electrocardiography, the basic 
physical principles involved are discussed. 

Many excellent schematic diagrams are used to clarify 
these physical phenomena. This book readily accomplishes 
ts mission. The discussion is clear. All the illustrations are 
concise, to the point and are presented in a very order’y 
fashion. This lends to excellent readability. 


@©rsse, SCHERING CORPORATION. ALL RIGHTS RESERVED. 
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Square dancing has been growing stead. 
ily in popularity since its remarkable revival jp 
the early Thirties — stimulated in large part by 
the antiquarian interest of Henry Ford. This 
genre of American folk dance derives its vari. 
ous figures from the country dances brought 
over by the settlers from the British Isles and 
from the French quadrille, introduced about 
the beginning of the Nineteenth Century. {t 
was an Americanized quadrille, danced to 
music from Scotch, English, and Irish sources, 
that the pioneers took west with them. Whether 
held among primitive covered wagons, at 
‘“‘hoedowns,”’ or under crystal chandeliers, the 
square dance has always been a guaranteed 
‘‘ice-breaker,’’ sure to promote hilarity and 
wholesome fun. 


7 g@@are dance lately? nf 
ence 

ait 


. oe i This book should be of great value to general practi- 
i re ms ay tioners who are not already experts in the interpretation of 
val in Ge 4 3 2 : an electrocardiogram and especially to those who are just 
beginning the study of this field. 
—Letanp S. Evans, M.D. 
)those areas where farm w ust take pre 
ence over everything else, dances are usually held Principles of Research in Biology and Medicine. By Dwight J. 
ying the late fall and winter season. Cider and 
oughnuts are an important part ofanold-fashioned 


there are a r nda. Drau THIs DELIGHTFUL little book is an educational experience 
oe eae’ Iks in the pipe for all who deal with biology and medicine—whether as 
»take a breather”’ or to study the moon with one’s 
sther—all involve atten ant hazards, not the 


investigators or practitioners. First, the purposes and 
methods of science are described—in general and highly 
readable terms. The principles of causality, probability and 
experimentation are discussed, with emphasis on common 
pitfalls and misinterpretations. Relationships among scien- 
tists are the subjects of an essay that is pertinent for all 
engaged in research within an institution—educational or 
industrial. 
i : : Deep insight and analysis are combined with a light and 
matter ovin , literary style. Dr. Ingle is evidently an expert on Lewis 
Carroll’s Alice. He has used her to brighten this discussion 
ng lasting nasal decon gestant. ‘We suggest that of the philosophy of research, which obviously can be pretty 
ol try TyziNe in the appropriate dosage form for an Rr) 


All students of biology and medicine will profit by this 
Sal patients’ nasal congestion due to colds or reading. It has an added advantage—it is a “quotable” 


y  llergy. It is entirely free from unpleasant taste or monograph. Its over-all effect should be to strengthen atti- 
” dor, pe — no st re tudes and personal interrelations in biologic research. 
—Joun C. Ross, M.D. 


ALSO RECEIVED 


AtrHouGH GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received 
from publishers. 


The Art of Dating. By Evelyn Millis Duvall and Joy Duvall Johnson. 
Pp. 254. Price, $2.50. Association Press, New York, 1958. 
Bibliography of International Congresses ot Medical Sciences. By W. 
J. Bishop. Pp. 238. Price, $5.50. Charles C Thomas, Spring field, 
Iil., 1958. 
cdr pe The Door of Serenity. A Study in the Therapeutic Use of Symbolic 
Yasal Spray, 15 cc. in plastic bottles, 0.1% Painting. By Ainslie Meares. Pp. 119. Price, $4.50. Charles C 
*ediatric Nasal Drops, 1/2-02z. bottles, 0.05 oe Thomas, Springfield, Ill., 1958. 
with calibrated dropper ee The Medical Clinics of North America. Circulatory Diseases. Pp. 3/3. 
De Price, $18.00. W. B. Saunders Company, Philadelphia, 1958. 
A New Concept of Electrocardiography. 5th ed. By Harris Sklaire, 
M.D. Pp. 53. Price, $3.50. EKG Research Corporation, Rouses 
Point, New York, 1958. 
The Pasteur Fermentation Centennial, 1857-1957. A Scientific Sym- 
posium. Pp. 207. Available on request. Charles Pfizer ¢> Com- 
pany, Inc., New York, 1958. 
Personal, Impersonal and Interpersonal Relations. A Guide for 
Nurses. By Genevieve Burton, R.N. Pp. 230. Price, $2.75. 
Springer Publishing Company, Inc., New York, 1958. 
A Primer in Medical Technology. By Paul M. Kraemer. Pp. 338. 
Price, $7.75. Charles C Thomas, Spring field, Ill., 1958. 
Simple Methods of Contraception. An Assessment of Their Medical, 
Moral and Social Implications. Edited by Winfield Best and 
; Frederick 8. Jaffe. Pp. 63. Available on request. Planned Parent- 
/ABORATORIES, hood Federation of America, Inc., 501 Madison Avenue, New 


York, . 
sion, C s. Pfizer & Co., a 
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Missouri Was First AAGP Chapter; 
Chartered on February 21, 1948 


MANY MEMBERS figured prominently in the formation of 
the American Academy of General Practice back in 
1947, but there has been considerable discussion as to 
how the states ranked as early-day leaders. 

Many times Academy Headquarters has been quer- 
ied as to who was first, second, etc. The fact that the 
Academy is now early in its second decade makes it a 
logical time to refresh memories by providing an 
official recapitulation of charter dates of all 52 con- 
stituent chapters, as recorded in Kansas City. 

Statewise, Missouri was the first constituent chap- 
ter, being chartered on February 21, 1948. The en- 
suing surge was something like the gold rush with 
only a few days separating some of the chapters. The 
No. 2 state chapter, Connecticut, followed closely 
on Missouri’s heels, receiving its charter on March 3, 
1948. In fact, in March alone seven chapters came into 
being. 

Several state chapters had the same “admission” 
day. Louisiana and Ohio tie for the No. 4 spot, both 
chartered on March 12, 1948. The No. 6 rank is shared 
by California and Illinois on March 25, 1948. On April 
9, 1948, North Carolina and Tennessee tied for No. 7 
position. 

April 30, 1948 was even more popular with charters 
going to Georgia, Nebraska and Pennsylvania—all 
three sharing No. 10 spot. ‘ 

Indiana and Kentucky, both No. 14, received their 
charters on May 21, 1948. The last of the multi- 
chartering dates—June 18, 1948—is held by Maryland 
and Utah, rating No. 18 spot. 
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All 52 Constituent Chapters Officially Listed in Order of Charter Date 


The most recent of the chapters are Alaska, on 
September 16, 1953 and Puerto Rico on August 27, 
1956. | 

Next month, the Missouri chapter will be 11 years 
old. Its first president was Dr. Robert M. Myers of 
Kansas City who is nationally-remembered for his out- 
standing presentation as a 1954 Assembly speaker in 
Cleveland. 

With more than a decade of growth behind it, 
the Academy’s membership now is nearing the 25,000 
mark, There are day-to-day changes. On September 
30, 1958, total membership stood at 24,317. 


Officers of First Chartered Chapter—These physicians were the initial 
officers of the Missouri chapter, the first of the Academy’s 52 con- 
stitutent chapters to be chartered. Shown (left to right) at the Show- 
Me State’s first annual meeting which was held in Mexico, Mo.’s 
Hoxsey Hotel are Dr. R. C. McElvain, St. Louis, vice president; Dr. 
Kenneth Glover, Mt. Vernon, treasurer; Dr. T. L. Dwyer, Mexico, 
director; Dr. William Show, Fayette, director; Dr. Robert Myers, 
Kansas City, president; Dr. M. B. Casebolt, Kansas City, secretary 
and Dr. Walter Tillman, Bolivar, director. 
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(oxanamide) 


1. Proctor, R. C., Southern Psychi- 
atric Assoc. Meeting, October 7, 
1957. 2. Feuss, C. D. and Gragg, 
L. Jr.: Dis. Nerv. Sys. 18:29, 1957. 
TRADEMARK: QUIACTIND 
(one 400 mg. tablet q.i.d.) * 


QUIACTIN provides greater tranquility, yet avoids the drowsiness that 
causes patient discomfort or oversteps the bounds of safety.! Work, and 
other normal activities, continue with no drop in efficiency.? Structurally, 
QUIACTIN is a glycidamide . .. atom by atom, a completely new tranquil- 
izer, prolonged in activity, nontoxic, noncumulative and free of with- ‘"© WM: S MERRELL COMPANY 


New York CINCINNAT! St. Thomas, Ontario 
drawal symptoms. QUIACTIN will not deepen depression if it is present. — AnotnerExciusive Productot Original Merrell Research 
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The following listing 


shows all 52 constituent chap- 


ers, their charter dates and the respective chapter’s 
membership total as of September 30, 1958. 


Membership 

Chapter Charter Date (Sep. 30, 1958) 
9, Connecticut 317 
North Carolina . . .Apr. 9,1948 ....... 4832 
York ..... Ape. 28,1906... .... .1,691 

492 
17. Minnesota ..... 708 
June 18,1948... 162 
20. Washington 592 
155 
@. New Jersey. .... 534 
24. Massachusetts age 472 
Mr Colorado. Oct. 264 
27. Mississippi 199 
28. New Hampshire. . .Feb. 4,1949 ....... 87 


WELCOME 
ACO OG. 


by 


Progress in 1949—The Ohio chapter which ranks with Louisiana 


as the No. 4 chapter displayed this exhibit in 1949 at the Academy’s 
First Annual Scientific Assembly in Cincinnati. The exhibit typifies 
the initiative taken by this early-day chapter in building up its mem- 


bership. 
Membership 
Chapter Charter Date (Sep. 30,1958) 
29. Alabama ..... 319 
Si. South Caroline .. .Apr. 35,1000 ....... 251 
32. District of Columbiz .May 9,1949 ....... 59 
Aug. 8,1949 .. . . 40 
37. Rhode Island .Sep.30,1949 ...... 72 
38. South Dakota 104 
41. North Dakota 73 
124 
45. Puerto Rico 37 


Trends and Events 


in the Nation’s Capital 


From GP’s Special Washington Correspondent 


country’s first 


National Conference on Air 


Pollution, held in Washington, November 18-20, took 
what its sponsors hoped was a long stride toward 
ultimate solution of this many-sided problem. The 


conference, which went 


thoroughly into health effects, 


was called by Surgeon General Leroy E. Burney of U.S. 


Public Health Service. 
Dr. Burney stressed 
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existence of a definite associa- 


tion between community air pollution and mortality 


rates from cancer and lung diseases. 


Dr. William F. Ashe of Ohio State University 


School of Medicine reviewed circumstances of seven 
fatal and near-fatal episodes in this country and 
abroad which raised more questions than they an- 
swered. These occurred in Belgium in 1930; Donora, 
Pa., in 1948; Cincinnati, in 1949; Poza Rica, Mexico, 
in 1950; London, in 1952, and at a small chemical 
plant in West Virginia in 1955 and 1956. 


“Where there is industrial prosperity there will 


forever be industrial wastes of some sort,” said Dr. 
Ashe. “How they will be minimized to types and 
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DEViLBISS ANNOUNCES 


STEAMS 'ROUND THE CLOCK 


NOW FOR THE 
FIRST TIME YOUR 
PATIENT CAN DIAL 

THE EXACT 
AMOUNT OF STEAM 
YOU PRESCRIBE 


NO. 142 
DeVi.esiss Steam 


RETAIL $ Q 95 


Complete with cord and stand 
Other DeVilbiss Vaporizers 
from $3.95 


Here is an entirely new concept in vaporizers, engineered and pro- 
duced by DeVilbiss to take the guesswork out of steam therapy. 


With the simple twist of a dial, the proper steam volume may be 
selected for any size room and for the specific needs of the patient, 
whether infant, child or adult. 


Hard water poses no problems for STEAM: DIAL—no more spitting or 
sputtering. Just plug in the cord, and within minutes you can set the 
dial for the precise steam output needed. 


Prescribe the DeVilbiss STEAM: DIAL, the only vaporizer-humidifier on 
the market that does exactly what you want. 


SAFE — Shuts off automatically when 
water reaches safety level. 


STEAMS ALL NIGHT — Water For gently medicated steam rec- 
capacity for 'round the clock ommend DeVilbiss Benz-O-Gel, 
operation at maximum setting. the non-gumming benzoin base 

compound for use with steam 

GUARANTEED BY DEVILBISS Vaporizers. 


SINCE 1888, THREE GENERATIONS OF PHYSICIANS HAVE USED AND PRESCRIBED DEVILBISS 


DEVILBISS . SOMERSET. PA. 
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quantities which will never injure the health of man, 
plants or animals is a complex matter to be dealt with 
with great care, and with a high degree of intelligence.” 

Dr. James P. Dixon, health commissioner of Phila- 
delphia, said there is great urgency both for abatement 
of air contamination and knowledge to neutralize its 
effects. “If gas masks are not to become as common in 
a hundred years,” he said, ‘tas shoes are today in the 
civilized world, we should do well to heed our some- 
what submerged instincts of self-preservation and re- 
member that—whatever other uses man may devise for 
it—air is still essentially for breathing.” 

Among other .speakers on medical and _ public 
health aspects were Dr. Chauncey D. Leake, assistant 
dean of Ohio State University School of Medicine; 
Dr. Herman E. Hilleboe, New York state commis- 
sioner of health and Dr. Thomas F. Mancuso of the 
Ohio State Department of Health. 


Second Medicare Anniversary 


The second anniversary of the government’s Medi- 
care program was marked on December 7, accompa- 
nied by clear indications that Congress will be asked to 
grant it a deficiency appropriation this winter. 

In October expenditures for civilian medical care 
and hospitalization of servicemen’s dependents were 
running at a rate of nearly $110 million a year, against 
the current annual appropriation of $72 million. 
Sharp cutbacks in benefits that became effective Octo- 
ber 1, 1958, were instituted too late to permit the pro- 
gram to stay within its budget during the fiscal year 
which will end June 30, 1959. 

Brig. Gen. Floyd L. Wergeland, executive director 
of Dependents’ Medical Care, presented a detailed re- 
port on financial and professional problems in an ad- 
dress delivered November 18 to the Association of 


Military Surgeons, in annual convention at Washing- 
ton. 

He expressed his “deep conviction that the Medi- 
care program presents us with a unique opportunity 
to serve both mankind and our country.” 


Not So Wonderful 


A Federal Trade Commission hearing examiner has 
ordered Norkon Pharmacal, Inc. of New York City to 
cease making advertising representations that “Norkon 
Tablets” are a “wonderful new kind of medicine for 
the awful pains of arthritis, rheumatism, lumbago and 
neuritis.” 

They are no better than ordinary aspirin, the federal 
official held. His decision, which is subject to confirma- 
tion by the commission itself, was based on expert 
medical testimony. 


More Public Projects 
The Departments of Commerce and Labor, in their 


annual forecast on construction, say that this year’s 
new starts on public hospital and institutional projects 
will show a greater increase than privately financed 
construction in this field. 

It is officially estimated that total value of public 
hospitals and related institutions set in place in 1958 
was $400 million, compared with $350 million in 1957. 
For 1959 the estimate is $475 million, or 19 per cent 
above the previous year. , 

But in the area of private hospitals and institutions, 
the 1959 estimate is practically the same as the $605 
million spent in 1958. If anything, a slight decline is 
anticipated. 


Also see the AMA Washington Report, page 229. 


Member Walter Judd Wins Ninth Term; 
Voter Ax Hits Two Physician-Congressmen 


ALL FIVE M.D.’s serving in the House of Representa- 
tives were candidates to succeed themselves in the re- 
cent election. Only three made it. 

The best known of them, Republican Representa- 
tive Walter H. Judd from Minnesota made it nine 
terms in a row, being elected in the face of a Demo- 
cratic sweep both state- and nationwide. Representa- 
tive Judd, who has been returned to Washington every 
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two years since his initial election from Minnesota’s 
fifth district in 1942, is an Academy member. 

Others in the win column were Representative 
Thomas Morgan, Democrat from Pennsylvania’s 26th 
district and Dr. Ivor Fenton, Republican from Penn- 
sylvania’s 12th district. 

Election victims were Republican Representative 
W. E. Neal from West Virginia and Republican Repre- 
sentative A. L. Miller from Nebraska. The latter had 
been a 16-year veteran in the House. 

New to the physician-congressman ranks is Dr. Dale 
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© AWinner, A Loser— The fortunes of politics found Academy Member 
Waller Judd (left) gaining re-election to the House of Representa- 
fis from Minnesota. West Virginia, following the Democratic 
trend, failed to supporl Dr. Will E. Neal (right), Republican con- 
gresman bidding for re-election. 


Alford, Little Rock, Ark. ophthalmologist, who was a 
segregationist write-in candidate. He defeated Incum- 
bent Democrat Brooks Hays from Arkansas. 


New Four-Year Medical School To Be Built 
In St. Paul; Will Be Privately Endowed 


A NEW PRIVATELY-ENDOWED four-year medical school, 
as yet unnamed, is to be built in St. Paul, Minn. 

A group of 80 St. Paul physicians, who include the 
Academy’s Vice President Charles C. Cooper and 
Treasurer Albert Ritt, have organized to establish the 
school with an estimated $30 million endowment. 

Both Drs. Ritt and Cooper are members of the exec- 
utive committee of the newly-formed Physicians Com- 
mittee for Medical Education. 

The school’s physical plant, to be built and equipped 
at a cost of $7 million, will be located in the general 
area of St. Joseph’s and the Charles T. Miller hospi- 
tals. A new city and county hospital may also be built 
in that section of the city to form a medical center. 

Preliminary plans allow for an enrollment of 280 
students and a graduating class of about 69 physicians. 

The new school has the blessing of the University of 
Minnesota which finds itself with a rising tide of medi- 
cal students. Minnesota now has classes of 140 students 
and will soon increase them to 150. A number of local 
colleges have expressed an interest in an association 
with the new school. 

The St. Paul group is interested in the teaching of 
“the art of medicine” as well as training physicians for 
special areas of medicine such as industrial medicine, 
tural areas, care of the aged, public health and psy- 
chiatry. 
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It is hoped the program will shorten the over-all 
length of training physicians by two years. This will 
require the liberal arts colleges involved to grant the 
arts degree after combining two years of college with 
two years of medical school. The medical degree will 
be granted by the medical school after an additional 
two years. 

This will cause students to continue their education 
on the calendar-year basis with only short vacations. 
The students will be called upon to alternate between 
their arts college and the medical college. 

The doctors boosting the college report that St. 
Paul has all the needed requisites for a successful 
school: 

1. The presence of colleges and universities inter- 
ested in establishing a medical school. 

2. The existence of, or potential for, hospital and 
out-patient clinics of sufficient size and variety to pro- 
vide the necessary number and range of clinical teachi- 
ing patients. 

3. A community and medical group interested in 
meeting the needs of their community and advancing 
medical knowledge as evidenced by the potential for a 
community health center. 

4. A potential source of providing financial means 
for the establishment and operation of a medical 
school. 

It is estimated that it will be six to ten years before 
the first medical student will be graduated from the 
college of medicine. About two years has already been 
spent in research and planning. 

Federal funds will be available in part for the con- 
struction of the physical plant. Grants for research will 
be solicited on an annual basis. 

Operating costs will be about $1,330,000 a year with 
$1 million allocated to the cost of instruction and 
the remainder to administration, library and main- 

tenance. Endowment funds will be solicited from pri- 
vate sources. 


MUSE Committee Report Will Come 
Before Delegates in San Francisco 


In APRIL THE REPORT of the Committee on Minimum 
Uniform Standards in Education (MUSE Committee) 
will be presented to the Academy’s Congress of Dele- 
gates for approval or disapproval at the Assembly in 
San Francisco. 

Before it can become official policy, the report must 
have been studied and considered by the Board of 
Directors, the Commission on Education and passed 
by the Congress. 

Chief objective of the report, prepared by the MUSE 
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Allergic reactions in patients with no 
history of penicillin treatment may be 
caused by penicillin taken in from 
non-therapeutic sources. Among occult 
sources of penicillin are: 

+ milk and other dairy products— 

- Roquefort or Bleu cheese— 

* vaccines including polio vaccine— 

+ dermatophytes— 


Safer penicillin therapy is now possible be- 
cause the early administration of NEUTRAPEN 
can effectively forestall serious reactions. It 
should be given, in mild as well as in com- 
plicated cases. as soon as the diagnosis is 
made. 


Unlike the antihistamines, ACTH or steroids 
which treat effects, NEUTRAPEN aborts peni- 
cillin reactions by counteracting their cause 
—it destroys the penicillin itself and is effec- 
tive in about 97% of cases. It acts rapidly: 
80% of patients obtain complete clearing of 
the reaction within 12 to 96 hours after a 
single injection.* 

NEUTRAPEN — 800,000 units I.M.—as soon as 
symptoms appear; may be repeated on the 
third day if response is not satisfactory. In 
anaphylactic reactions, epinephrine should 
be given and other supportive measures in- 
stituted immediately, followed by 800,000 
units of NEUTRAPEN intravenously and 
800,000 units intramuscularly. 


contraindications: None. 

side effects: Occasionally transient local sore- 
ness, erythema, and edema; rarely transitory 
chills and fever. 

supplied: 800,000-unit, single-dose vials of ly- 
ophilized penicillinase powder. Stable at room 
temperature in the dry state. 
+Zimmerman, M. C.: Clin. Med. 5:305, 1958. 


* PATENTS PENDING 
NEUTRAPEN® T.M. REG. U.S. PAT. OFF. 


SCHENLABS PHARMACEUTICALS, INC. 
NEw YORK N.Y ss9se 
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Committee last fall, are the proposals for graduate ed- 
ucation standards in future general practice prepara- 
tion. 

Throughout, the committee has especially stressed 
that all physicians have a moral and legal right to en- 
gage in any aspect of medical care for which they are 
qualified by training and experience. Consequently, it 
adyocates that any physician who wishes to broaden the 
scope of his practice in any field may do so by taking 
further graduate training, in-hospital sponsorship 
training or a preceptorship. 

The report, as released by the committee, contains 
the following key proposals: 

1. “Because general care is an important part of 
medical practice ... we believe it is necessary that a 
general practice administrative unit of the faculty be 
established to obtain maximum effectiveness. 

2. “A period of at least two years of formal hospital 
training following attainment of the medical degree is 
necessary. The two-year period would be minimal 
everywhere the other factors of educational quality 
and content are optimal. 

3. “The graduate program in preparation for general 
practice should be planned and implemented as a uni- 
fied whole. A maximum continuity of assignment to 
specific services so that the program will stress educa- 
tion through continuing rather than episodic medical 
experience. 

4.“This minimum two-year program should in- 
clude 18 months of progressive training in the diag- 
nostic, therapeutic, psychiatric, preventive and re- 
habilitative aspects of medicine in a very broad sense. 
The opportunity for training in obstetrics and surgery 
should be a requirement for all programs. Participants 
who plan to practice obstetrics and/or surgery are en- 
couraged to spend the major portion of this elective 
six months in such training. For those who do not 
anticipate an obstetric or surgical practice, the six 
months elective should be utilized for further training 
in other segments of the program. It is urged that the 
concept of unity be applied to the elective period to 
prevent unduly short assignments that would offer 
little of educational value. 

5. “Throughout the two-year program, the trainee 
should have experience provided by regularly assigned 
periods or emergency room service. This should in- 
clude training in the emergency and primary manage- 
ment of trauma. Because the care of the ambulatory 
patient is an important part of medical practice, provi- 
sion of adequate opportunities for the study of outpa- 
tients is essential. 

6. “Experience in the care of the newborn infant 
is considered an essential portion of the program. 
7.“The proposed minimum two-year program 
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should assure the opportunity for adequate preparation 
of the physicians to provide medical care to all members 
of the family. In the future, physicians planning to 
undertake operative obstetrics or major surgery should 
have additional adequate training.” 

8. Future physicians who plan to engage in major 
obstetric and/or surgical practice should have a mini- 
mum of three years of graduate education beyond 
medical school. The final year would be entirely de- 
voted to that area of emphasis desired by the graduate. 

9. For those emphasizing obstetrics the following 
advanced program is proposed: “Training in obstetrics 
should include prenatal care; management of normal 
labor and delivery; use of low forceps; episiotomy and 
cervical repairs; recognition of complications of labor, 
and control of obstetric hemorrhage. Training in ad- 
vanced obstetrics should provide, in addition, experi- 
ence in the management of the complications of preg- 
nancy and delivery, including induction of labor; care 
of dystocia, and technique of Cesarean section.” 

10. ‘Training in surgery should offer the resident 
an increasing opportunity to assist with and perform 
common emergency and elective operative procedures. 
There should be a reasonable balance between the time 
allocated to assignment in the operating room and 
other aspects of patient care, such as diagnosis, pre- 
operative and postoperative care.” 


Family Doctor Training Is Goal 
Of Florida’s New Medical School 


THE PRIMARY educational goal of the University of 
Florida’s new College of Medicine at Gainesville is the 
training of family physicians for practice in small 
Florida cities. 

Explaining the general theme of the college’s efforts, 
Dean George T. Harrell says, ‘‘No institution can be 
substituted for an individual practicing physician. 
Medical care is best given in the local community by the 
family physician ; therefore, our educational program is 
designed with this in view.” 

In line with this theory medical students learn to 
work as a health team, composed of other professional 
members who have been trained in the treatment of 
problems which are behavioral and social in nature as 
well as medical. 

The premedical student begins with a general edu- 
cation program. After two years he enrolls in some 
preprofessional program that will allow him to con- 
tinue in a graduate or professional school after he re- 
ceives his baccalaureate degree. 

Emphasis on basic concepts that are common to all 
living things is made by the medical faculty who teach 


185 


| 

| 

i 
| 


THE Armour thyroid tablets assure: Consistent 
response—unsurpassed quality—highest 


PIONEE manufacturing standards—full potency up to 
17 years of storage—dependable therapy 

IN in: frank thyroid deficiencies and when 
hypothyroidism is associated with chronic 


THYROID recurrent colds, functional menstrual 
disorders, sterility, habitual abortion, 
STAN DARD obesity, hypometabolism. Thyroid is 
™ recommended in long-term therapy with 


IZ ATI ON ACTH or corticosteroids. Supplied in 
4, 4, 1, 2 and 5 grain strengths. 
specify ARMOUR THYROID 


widely prescribed 
thyroid product 


eee 


ARMOUR PHARMACEUTICAL COMPANY xanxaxee, / @ leader in biochemical research 


Volume XIX, Number | 


in 
Col 

as 

tral 
life 
arts 
me! 
pro 
me 

cul 

of | 

the 
the most 

sin 
to 
4 

* @ @ 

@ 

¢ @ H 

ft 

re 


in selected preprofessional courses in the University 
College and the College of Arts and Sciences, as well 
asin the College of Medicine. Later on, in the advanced 
training area, the study of abnormal aspects of human 
life and the resulting illnesses are taken up. 

To assure future physicians of an adequate pre- 
professional preparation, including both a broad liberal 
arts background and the minimum scientific require- 
ments, members of the medical faculty serve as pre- 
professional counselors and in return a biologist, 
political scientist and humanist serve on the Medical 
Selection (admissions) Committee. 

Two particular things are done to further aid the 
medical student in his progress. For one thing, the 
curriculum is so arranged that all students have some 
free time regularly scheduled in which they may feel 
free to explore more intensively the stimulating aspects 
of their studies which have already been presented in 
the classroom or laboratory. They may wish to pursue 
independent research or elect studies in other areas of 
the university. 

The second aspect is a ‘thinking office” which Dean 
Harrell has assigned to each medical student so that he 
will develop the habit of careful study and “thinking 
through” his problems. This individual study cubicle 


simulates a practicing physician’s desk and is assigned, 


to the student the first day he enters the College of 
Medicine. He keeps this same desk for the two years he 
is enrolled in the preclinical course and then when he 


given a similar area. 
The objective of these areas is, according to the 
university, to allow the student to develop a feeling of 


fessional life. 

Although the emphasis is on training for an M.D. 
degree, students interested in medical teaching and 
research may elect to work toward a Ph.D. in medical 
sciences, with an elective minor field outside the college 
of medicine. But for those who choose medicine as a 
profession, the student commits himself to a life-long 
process of self education. 


Health Problems of the Aged Continues 
To Be One of Medicine’s Key Challenges 


PLANS ARE UNDER WAY for a national conference on old 
people’s héalth problems to be held this coming spring 
under the sponsorship of the Joint Council for the 
Health Care of the Aged. 

The Joint Council, formed last April, is comprised of 
representatives of the sponsoring agencies, American 
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Medical Association, American Hospital Association, 
American Dental Association and the American Nurs- . 
ing Home Association. 

Last fall the AMA Planning Conference on Medica! 
Society Activity in the Field of Aging came up with a 
six-point positive program for arousing awareness of 
the aging processes and the growing problem of caring 
for older people. Some 175 medical society delegates 
and health department directors, representing approxi- 
mately 46 states, attended the two-day program in 
Chicago. 

The Academy was represented by Dr. Orvan A. 
Phipps, Manteno, Ill., a member of the AAGP Com- 
mission on Legislation and Public Policy. 

Objectives established at the AMA session were: 

1. To seek public acceptance of a proper perspective 
toward older citizens. 

2. To promote health maintenance and restorative 
services. 

3. To encourage the training of personnel and the 
development of facilities for the care of the aged. 

4. To cooperate in developing community programs 
for senior citizens. 

5. To expand medical and socio-economic research 
in reference to aging and the aged. 

6. To improve methods of financing health care for 
the aged. 

Faced with the realization that by 1970 one of every 


_ ten Americans will be 65 years of age or older, medi- 
moves into the Teaching Hospital and Clinics he is — 


cine urges that impetus be given to the challengin 
health problems of the aged. 
The AMA meeting also concluded that faulty diet, 


. flabby bodies and aimless living are among the things 
familiarity with the surroundings in which he will work | 
and with the tools he will use for the rest of his pro- * 


that make old age unhappy. Because of this they feel 
that great stress must be placed on individual action to 
promote more useful and productive lives for the elderly. 


Former AAGP treasurer, Dr. 
Charles Martin of Ferguson, Mo., 
has been appointed special lecturer 
in the School of Hospital Admin- 
istration at George Washington 
University, St. Louis, by the dean 
of the university’s School of Med- 
icine. It is believed that no other 
general practitioner in America is 


filling a similar faculty role. 


| 
i 
| 
Charles Martin, M.D. 


WHEN THE TECHNIQUE — 
CALLS FOR A DIAPHRAGM... 


the trend is toward the 


DIAPHRAGM Worth 


Six reasons why physicians 
are recommending Koro-Flex 


1. Ease of insertion, auto- 
matic placement. 

2. Reduces physician's fit- 
ting, instruction periods. 

3. Develops patients’ confi- 
dence. 

4. Folds behind pubic bone 
with suction-like action, 
forming an effective barrier. 
5. Locks in spermicidal tu- 
bricant, delivers it directly 
under and next to the os 
uteri. 

6. Simple to remove. 


KORO-FLEX (contouring) Diaphragm ac- 
ceptable, not only where ordinary coil- 
spring diaphragms are indicated but 
for Flat rim (Mensinga) type as well. 


Suggest the convenient-economical 
KORO-FLEX COMPACT 60-95 mm 


Feminine Clutch-style 
bag with zipper 
closure. 

Diaphragm, 

tube KOROMEX 

Jelly (3 02.) 

Cream (1 

02z. trial size). 


CONTOURING SPRIMGAARCING TYPE) 


Available in all prescription pharma- 
cies. Write for descriptive literature. 
The coil spring diaphragm is available 
in the Koromex Compact. 


HOLLAND-RANTOS CO., INC. 


Manufacturers of KOROMEX Products 
145 Hudson Street, New York 13, N. Y. 
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Director Floyd Bratt Views Third Party 
Perils for Kentucky, New York Audiences 


Tump Party Mepicine offers a triple threat, Dr. 
Floyd Bratt, chairman of the Commission on Legisla- 
tion and Public Policy, said in recent messages to a 
Kentucky chapter-sponsored seminar and to members 
of New York chapter’s congress of delegates. 

It threatens the freedom of all general practitioners, 
it may depreciate the tasks and services of a doctor 
both economically and socially and it will disturb the 
confidential relationship between the physician and 
patient which is the fundamental basis of all medical 
help and therapy. 

Dr. Bratt said the AAGP Board of Directors had in- 
structed his commission to study this problem which 
has affected so many members all over the nation. 
Already, he pointed out, ““The Academy stands firmly 
on the principle that third party medical care plans 
must let the patient choose his own physician.” 

He pointed also to the efforts which the AMA is 
making in attacking the problem. Through its Council 
on Medical Service, a series of meetings with third 
party groups have been initiated to develop “general 
principles and policies which may be applied to the 
relationship between third parties and members of the 
medical profession.” 

Opinions concerning third party medicine vary 
markedly not only within the medical profession, but 
in the thinking of labor, management and govern- 
ment, said Dr. Bratt. These opinions vary in different 
states and with individuals. 

Former AMA President Dwight Murray sees the 
third party as the master who would have to be served 
first, the patient second. 

Dr. Charles Hoffman, president of West Virginia 
Medical Society, feels, ‘Your best defense against 
compulsory health insurance may be a coalition with 
labor, and the fact that nongovernmental third parties 
already encroaching on the private practice of medi- 
cine have at least one virtue—they are as eager as you 
to resist government intervention.” 

Dr. William A. Sawyer, Rochester, N. Y., thinks 
that medicine in meeting the challenge of a changing 
world will need to adapt its scientific and social at- 
titude to the various collective forces in our society. 

Dr. Bratt said that while attending the World 
Medical Association in Copenhagen last summer he 
got a first-hand look at medical clinics at Oslo, Stock- 
holm and Helsinki. 

While impressed with the modern hospitals and 
excellent equipment in the Scandinavian countries, 
which the state pays for, he said it appeared that the 
physician was hampered in his ability and even desire 


GP january 1959 


WMA ‘Sidelight in Copenhagen—AAGP Director Floyd C. Bratt 
of Rochester, N.Y., chairman of the Commission on Legislation and 
Public Policy, served as an Academy representative at World Medical 
Association’s recent 12th general assembly in Copenhagen, Denmark. 
Shown at the congress supper in the restaurant Wivex, he is seated 
next to Dr. Felicidad Calip Atienza of the Philippines. Dr. U.R. Bryner, 
AAGP past president from Salt Lake City, Utah, and Dr. William 
Shaw, Fayette, Mo. were also representatives. (photo courtesy of SE og 
HOR, Copenhagen) 


to practice good medicine in proportion to the restric- 
tions which each respective country places on the 
freedom of medical practice. 

After ten years of National Health Service in Eng- 
land, doctors are reported to be discontented and wor- 
ried, Dr. Bratt added. 

On the other hand, he said, “Organized medicine of 
America, through the United States Committee In- 
corporated of World Medical Association, is providing 
leadership to mobilize and coordinate world medical 
resources to combat those ways of living which promise 
nebulous mass benefits at the cost of individual dignity 
and freedom.” 

Here at home, he insists the general physician must 
be alert to the problems of Third Party Medicine at a 
community level. Academy members need to work in 
close cooperation with county and state medical so- 
cieties, closely scrutinize upcoming state legislation 
and promote the best possible medical public relations 
at a grass roots level. 

That medicine has learned to cooperate with third 
parties is obvious, observes Dr. Bratt, in light of the 
astonishing extent to which health insurance has 
grown in recent years. 

"We acknowledge health insurance as a legitimate 
means of sharing the high cost of good health while 
preserving the right of free choice of physician. We 
would prefer to solve the problem of getting diagnostic 
and preventive medicine to low income groups through 
prepaid health insurance plans,” he stressed. 
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IN 
STRESS 
CONDITIONS 


Cardiovascular diseases 
Metabolic diseases 


CAPILLARY AND 
VASCULAR DAMAGE ARE 
COMMON FINDINGS 


In these stress conditions whether caused by 
nutritional deficiencies, environment, drugs, 
chemicals, toxins, virus or infections 
HESPERIDIN, HESPERIDIN METHYL CHALCONE 
or LEMON BIOFLAVONOID COMPLEX 
are indicated as therapeutic adjuncts for 
the control and management of the associated 
capillary and vascular damage. 


Sunkist and Exchange Brand Hesperidin 


and Lemon Bioflavonoid Complex Sunkist Growers 


are available to the medical profession PRODUCTS SALES DEPARTMENT 
in specialty formulations developed by na 


leading pharmaceutical manufacturers. 
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As for United Mine Workers Welfare and Retire- 
ment Fund policies, Dr. Bratt referred primarily to the 
annual report of the UMW Fund which was reported in 
the October 1958 GP. 

By denying almost 100,000 mine workers the right 
to name their own physician, the UMW Welfare and 
Retirement Fund figures it saved $1.4 million during 
the last fiscal year. However, GP pointed out that the 
number of hospital days dropped less than 1 per cent 
during a year when the number of beneficiaries 
dropped more than 10 per cent. 

The conclusion is then that with about one million 
miners and their dependents covered by the fund, each 
apparently sold, for $1.40, the right to name his own 
physician. For less than he can earn in 30 minutes, the 
miner is willing to let someone else plan his family’s 
health care program. 

“This,” emphasized Dr. Bratt, “is the kind of public 
relations information which should reach the ears of our 
friends, the coal miners.” 

In answer to a query from Kentucky members, Dr. 
Bratt defined and expounded on New York City’s 
Health Insurance Plan, best known as HIP. Originated 
in 1955, this closed panel method of comprehensive 
care offers unlimited everything—visits to your HIP 
doctor, medical and maternity care from the minute 
you join, consultations and treatment, x-ray and 
laboratory tests, private ambulance service, visiting 
nurse service and the right to continue HIP contract 
regardless of the number of times you change jobs. 

HIP is organized into panels of 30 to 35 doctors. 
Subscribers may choose their panel but cannot shift 
to single M.D.’s in other panels. 

In addition to HIP, Dr. Bratt pointed out that three 
other groups in New York City are competing for 
health insurance now: Blue Shield, Group Health 
Insurance Plan and Independent Insurance Carriers. 

The Academy cannot endorse HIP, Dr. Bratt 
points out, if for no other reason than because it does 
not give free choice of physician. 


Hill-Burton Author Dedicatory Speaker 
For New Alabama Hospital Near Foley 


Senator Lister Hut of Alabama was principal speaker 
at the recent dedication of the new South Baldwin 
Hospital near Foley, Ala., and thus observed one of the 
many fruits of the Hill-Burton Act, of which he is co- 
author, 

_Chief of the 14-member staff of physicians and den- 
tists is Academy Member John Foster of Foley. An- 
other well-known member from Foley, Dr. Julius 
Michaelson, is also on the staff. 
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The hospital, which was eligible for federal funds 
provided by the act for construction of rural hospitals, 
cost $525,000. Located north of Foley on Highway 59, 
South Baldwin Hospital provides 35 beds and 12 
bassinets. 


Family Doctor Logical Cancer Detective; 
Too Much Reliance on Seven Danger Signals 


THE MODERN FAMILY PHYSICIAN is the logical “detec- 
tive” in the battle against cancer, writes Dr. John 
Walsh, Sacramento, Calif., in a recent issue of CA, 
publication of American Cancer Society, Inc. 

The chairman of the Academy’s Board of Directors 
points out that “since no specific cure, preventive 
medicine or miracle drug has yet been discovered to 
combat this disease the medical profession must still 
rely upon early diagnosis in order to increase materi- 
ally the survival rate of cancer patients.” 

He says it is not enough to rely upon the patient’s 
interpretation of the much publicized “seven common 
danger signals of cancer” for the simple reason that a 
patient with early cancer may be asymptomatic for 
many months before a subjective sign presents itself. 

Instead, the public must be educated to the im- 
portance of early complete physical checkups and 
these must be followed by a more alert medical profes- 
sion primarily concerned with the early diagnosis of 
incipient cancer. 

Chairman Walsh says the modern family physician 
has all of the simple essential diagnostic tools at his 
command for visualizing 50 per cent of cancers. 
Through prompt referral to specialized fields when 
indicated he can complete the diagnosis in almost 100 
per cent of cases. 

He believes that uniform standards for physical 
checkups for cancer can be developed with the office 
of the family physician being the focal point. Only then 
will the survival rate from cancer be altered for the 


better. 


New York County Society Fights 
Attempt To Skirt Television Code 


FACED THIS MONTH with the beginning of a ban on the 
use of professional actors appearing as doctors in TV 
commercials, some advertising agencies have skirted 
the issue and have asked young physicians to appear 
in the commercials. 

This “out” has been condemned by the New York 
County Medical Society as firmly as the previous prac- 
tice of using actors for the part. 
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The society declares a physician should not plug 
proprictary remedies. The warning was made after 
three young physicians just entering practice had 
heen invited to make filmed commercials. 

Doctors have been asked to consider three points 
before they agree to make commercials: 

1. Should any physician make his reputation as a 
pitchman and a substitute for a professional actor? 

2. Should not an M.D. make his effort in the practice 
of medicine and not in advertising? 

§. When his television contract expires, how can a 
doctor regain his reputation as a practicing physician? 


Eight Pennsylvania Members Draw Key 
Recognition at Annual MSSP Meeting 


Eignt PENNSYLVANIA chapter members, three of them 
on the distaff side, gained considerable recognition 
during the recent annual meeting of the Medical So- 
ciety of the State of Pennsylvania. 

Dr. Alice E. Sheppard, Pottstown, was named 
Pennsylvania’s “‘General Practitioner of the Year.” 
Dr. M. Louise Gloeckner, Conshohocken, was elected 
an AMA delegate. Dr. Dorothy E. Johnson, Phila- 
delphia, became third vice president. 

Dr. Daniel Bee, Indiana, Pa., was elected chairman 
of the board of trustees and also re-elected an AMA 
delegate. Dr. Horace Eshbach, Drexel Hill, who is vice 
speaker of the AAGP’s Congress of Delegates, was 
elected vice speaker of the MSSP house of delegates 
and an alternate delegate. 

Dr. O. K. Stephenson, New Bloomfield, and Dr. A. 
J. Cummings, Scranton, became second and fourth 
viee presidents, respectively. Dr. E. Roger Samuel, 
Mt. Carmel. continues as an alternate delegate. 


Pittsboro, Ind. Honors Dr. Scamahorn 
In Observance of 50 Years in Practice 


Prrtssoro, INp. turned out in force at a recent recep- 
tion for Dr. O. T. Scamahorn in recognition of his half 
century of practice in this little community. Of the 628 
persons who attended, 158 of them had been delivered 
by the honoree. 

Dr. Scamahorn, a past president of the Indiana 
chapter, was a delegate to the AAGP Assemblies for 
several years and has been very active in the Indiana 
State Medical Association. Two years ago he was 
elected Indiana’s ‘Physician of the Year.” 

Dr. and Mrs. Scamahorn have two sons—Dr. M. N. 
Scamahorn, an optometrist from Kokomo, Ind. and 
Dr. Malcolm Scamahorn, an Academy member. 
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Medical News in Small Doses: 


A PAST PRESIDENT of the Vermont chapter, Dr. Wayne 
Griffith of Chester, now heads the Vermont State Medi- 
cal Society. Dr. Griffith has made an impressive record 
in both medical and civic organizational work and has 
been very active in political circles .... Academy 
Member John W. Davis, Jr. of Lynchburg, Va. is one of 
three physicians named by AMA Board Chairman 
Leonard W. Larson to serve as health project advisors 
to the United States Junior Chamber of Commerce 
.... The next American medical qualification examina- 
tion planned by the Educational Council for Foreign 
Medical Graduates will be held on February 17. A fall 
examination will be given on September 22 .... An 
intrasociety dispute between Wisconsin State Medical 
Society and the Milwaukee County Society over medical 
insurance plans has resulted in the resignation of 
AAGP Member Jerome W. Fons of Milwaukee as WSMS 
president .... Dr. David Kershner, new president of 
Kings County (New York) Medical Society, says pre- 
paid medical care of some kind is the “blueprint of the 
future.” While stressing the need to uphold the princi- 
ple of free choice, he said the profession must recog- 
nize the realties of medical economics and consider 
more seriously the attitude of the public . . .. Health 
Information Foundation reports that seven out of every 
ten persons with health insurance express “complete 
satisfaction” with it... . A recent issue of Time Maga- 
zine devoted a sizeable story to a report on drug “side 
effects” by AAGP Member Jesse D. Rising. The alarm- 
ing catalogue of resulting “side effects” had originally 
been published in Postgraduate Medicine by Dr. Rising 
who is associate professor of medicine and pharma- 
cology and postgraduate medicine at University of 
Kansas Medical Center .... During the first nine 
months of 1958 health insurance benefit payments in- 
creased more than 10 per cent over a similar period in 
1957. Total payment exceeded $2 billion according to 
Health Insurance Institute .... Oklahoma Member 
Marshall O. Hart has been named chairman of a special 
committee of Oklahoma State Medical Association to 
draft an Inter-professional Code of Cooperation be- 
tween the association and Oklahoma State Bar Associ- 
ation... . Dr. Harry C. Bates, Jr. has been named to 
the Atomic Energy Study Committee of Virginia Ad- 
visory Legislation Council . . . . Former AAGP Presi- 
dent John Fowler has been elected to the corporation 
of the Bay State (Massachusetts) Society for the 
Crippled and Handicapped . . . . USPHS Surgeon 
General Leroy Burney rates the need for more and 
better nursing-home personnel above more regulations 
to govern the institutions. 
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...for use in infant colic and other pediatric G.I. disorders 


Pathilon’ pediatric drops 


Tridihexethyl Chloride LEDERLE 


Now... you can give your young 
patients the benefits of PATHILON 
—the widely prescribed antichol- 
inergic, noted for its extremely low 
toxicity and high effectiveness in 
the management of gastrointesti- 
nal disorders. 


Recommended in the management 
of infant colic, gastrointestinal 
spasm, non-specific gastritis, 
enteritis, and hypermotility not 
associated with organic change. 


PATHILON is well-tolerated, virtu-~ 
ally free of side effects. Its periph- 
eral atropine-like action offers 
prompt clinical symptomatic re- 
lief, based on effective control of 
hypermotility and hypersecretion 
which cause pain in many gastro- 
intestinal conditions. 


A distinct advantage, PATHILON 
Pediatric Drops contain no seda- 
tive or barbiturate. 


Each cc. (30 drops) contains: Dose: 5-25 drops, before feedings or as necessary, according to weight. 
Tridihexethyl chloride............ 5.0mg. Supplied: Plastic dropper—vials of 15 cc. 
Propylparaben 0.2 mg. 
Methylparaben 0.8 mg. 


Pathilon pediatric drops especially adapted for pediatric use. 
Freely miscible in water, milk formula, or drop directly on tongue. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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News from the State Chapters 


[HE ELIMINATION of a compulsory retirement age was 
one of the main recommendations of the California 
chapter’s congress of delegates at its tenth annual 
sientific meeting in San Francisco October 5-8. (See 
cut.) 

The assembled physicians urged legislators, em- 
ployers and labor unions to remove the restrictive 65- 
year age limit, pointing out that the “emotional and 
physical well-being of the individual is dependent on 
the dignity of earning.” 

In addition to the election of officers, the delegates, 
in their business meetings at the Mark Hopkins Hotel, 
¥ also recommended the formation of a group to rep- 
resent physicians in negotjations with government 
agencies. Because California members feel that or- 
ganized medicine cannot at present make commitments 
on behalf of individual physicians to participate or not 
participate, the chapter asked the American, California 
and county medical associations to study the possi- 
bility of setting up a separate “bargaining” organiza- 
tion. 

Dr. Carroll B. Andrews of Sonoma was installed as 
president at this meeting, succeeding Dr. Antonio J. 
Franzi of San Francisco. Elected to the position of 
president-elect was Dr. Leon O. Desimone of Los 
Angeles. 

Other new officials included Dr. Joseph W. Telford, 
San Diego, delegate to the AAGP, and Dr. Horace F. 
Sharrocks, Sebastopol, alternate delegate. 

Several officers were re-elected including Drs. C. T. 
Halburg, Redlands, secretary; John A. C. Leland, 
Berkeley, treasurer; Burt L. Davis, Palo Alto, speaker 
of the congress, and Ralph L. Bennett, Los Angeles, 
vice speaker. 

Named as new directors were Drs. Dudley M. Cobb, 
Jr., Los Angeles and James B. Hollingsworth, Fresno. 
Drs. Gaylord Fisher of Long Beach and Daniel A. 
Tobin of Sacramento were re-elected as directors. 

The editor of the California GP, Dr. Frank W. 
Norman of Santa Rosa, was reappointed to his position. 

More than 2,400 physicians and their wives flocked 
to San Francisco for the meeting, where they heard 
lectures, visited 102 commercial exhibits and enjoyed 
the wives’ hospitality room, all located in the newly- 
completed Masonic Memorial Temple. 

A distinguished group of medical authorities ap- 
peared on the four-dav program, among them Drs. 
Frank W. Norman, Santa Rosa; Robert N. Rutherford, 
Seattle, Wash.; Ethan A. Brown, Boston (presenting 
the Stanley R. Truman lecture); Daniel G. Morton, 
Los Angeles; Henry L. Silvani, San Francisco; C. H. 
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Resolved: California Vetoes Compulsory Retirement Age— These 
members of the California chapter’s congress of delegates are shown 
listening to a recommendation eliminating the compulsory 65-year 
retirement age. They met during the state’s recent tenth anniversary 
scientific and business meeting in San Francisco. 


Hardin Branch, Salt Lake City (presenting the Hodges 
Memorial Lecture) ; William H. Gordon, Lubbock, Tex. ; 
Francis A. Sooy, San Francisco; Eugene Farber, San 
Francisco, and Philip Thorek, Chicago. 

Also appearing on the program were Drs. L. D. 
Howard, San Francisco; Lorin L. Stephens, Arcadia; 
Richards Lyon, Oakland, Calif.; Gerald. M. Feigen, 
San Francisco; Joseph W. Telford, San Diego; Ruth 
T. Gross, San Francisco; James Dennis, Oakland; 
Edward N. Snyder, Jr., Los Angeles; DeWitt K. 
Burnham, San Francisco, and Ralph C. Benson, Port- 
land, Ore. (presenting the Ivan C. Heron Lecture). © 

With emphasis on presenting material to be put into 
immediate use in the general practitioner’s everyday 
practice, a wide range of topics were discussed. These 
included teenage sex education, reactions to anti- 
biotics, obstetrics, hernia, psychotherapy, otitis, bone 
fractures, fluid balance, diuretics, acute abdomen in 
the aged, diabetes, angina and a pediatric panel on 
routine care, emergencies and fever of unknown origin. 

The 600 wives who attended the meeting took part 
in an active program planned by Mrs. Stanley Truman, 
wives’ general chairman. Activities included a fashion . 
show by stylist John Mouber of San Francisco and an 
Oriental Tea in the hospitality room featuring Mr. 
Takahiko Mikami, San Francisco artist. 

Reservations for the annual dinner-dance exceeded 
all pre-meeting estimates with 580 members and wives 
taking over the Fairmont Hotel’s Venetian Room and 
part of the Tonga Room. Ernie Heckscher’s orchestra 
and Broadway singer Julie Wilson entertained the 
large group. A cocktail party preceded the evening 
affair. 

Dr. Robert W. Wolf of San Francisco was in charge 
of general arrangements for the meeting. 
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the airway with new 


when colds or allergies 
congest the respiratory tract 


2 decongest the entire respiratory 
tract mucosa 


= dilate the bronchi 


= provide potent anti-allergie action 


Dosace: Adults and Children over 8 years— 
1 or 2 tablets, three times daily. 


Children 2-8 years—1 tablet daily, or as required. 


Each tablet contains: ‘Sudafed’® brand Pseudoephedrine 
Hydrochloride, 30 mg.; ‘Perazil’® brand Chlorcyclizine 
Hydrochloride, 25 mg. Bottles of 100, sugar-coated. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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California chapter’s 1959 meeting is scheduled for 
October at the Hotel Statler, Los Angeles. 

» Dr. Charles R. Marlowe of Toledo was installed as 
new president of the Ohio chapter at its eighth annual 
scientific meeting October 1 and 2 in Toledo. (See cut.) 

Also elected during the congress of delegates meet- 
ing in the Commodore Perry Hotel were Dr. Lewis W. 
Cellio of Columbus, president-elect, and Dr. Roger A. 
Peatee, Bowling Green, selected to succeed Dr. Cellio 
as speaker of the house. 

Attendance at the two-day meeting reached an all- 
time high with nearly 450 present for the annual ban- 
quet and dance. This figure is more than double that 
of any previous year. There were more than 85 tech- 
nical and scientific exhibitors. 

On the scientific program Dr. Harold S. Feldman, 
Livingston, N. J., spoke on ““Therapeutically Induced 
Weight Gains in Hypertensives.”” Dr. Eduard Eichner 
of Cleveland talked on ‘*Pre-Menstrual Tension—Psy- 
chogenic Dysmenorrhea” and “Diseases Caused by 
Viruses” was the topic of Dr. C. N. Christensen, 
Indianapolis, Ind. 

After lunch Dr. George J. Hamwi of Columbus, 
0., spoke on “Office Management of Diabetes.” “En- 
docrines in the Handling of Pregnancy” was the topic 
of Robert B. Greenblatt of Augusta, Ga. Dr. William 
G. Myers of Columbus talked on “The Emerging 
Awareness of Radiation Hazards” as the final speaker 
that day. 

The second day’s program began with a discussion 
of “Current Concepts in the Treatment of Congestive 
Heart Failure” by Dr. John Messina of Cleveland. 
“Surgical Emergencies in the Newborn” was the topic 
of Dr. Alan D. Shafer, Dayton, Ohio, and Dr. Julius 
Pomeranze, New York City, talked on “Trends in 
Pediatric, Adult and Geriatric Nutrition.” 

In the afternoon Mr. Fred A. Hitchcock, Ph.D.. 
Columbus, spoke on ‘Space Medicine.” Dr. Edwin W. 
Passarelli of Chicago chose “Keeping the Arthritic 
Patient Going” as his topic. Final speaker was Dr. 
Milton Abramson of St. Paul, who spoke on “Prepara- 
tion for Marriage and Parenthood.” 
> In celebration of its tenth anniversary the Maryland 
chapter held this year’s meeting and scientific program 
in Hagerstown—the same city in which Maryland’s 
first annual meeting convened. The two-day program 
was held in the Hotel Alexander, October 11 and 12. 

A highlight of the meeting was the presentation of 
“The Physician of the Year Award” to Dr. Nathan E. 
Needle of Baltimore (see cut), a charter member, former 
president and present president of the Heart Associa- 
tion of Maryland. 

Elected at the business meeting were the following 
new officers and delegates for the coming year (see cut) : 


GP january 1959 


In Recognition—As outgoing president of the Ohio chapter, Dr. Earl 
C. Van Horn, Cincinnati, (right) receives a Certificate of Service and 
president’s key from new president, Dr. Charles R. Marlowe, Toledo, 
at the chapler’s eighth annual scientific meeting in Toledo. 


Ohio's Mead Johnson Winner—Dr. John Phillip Schlemmer (rigit?) 
received his Mead Johnson Scholarship Award at the Ohio chapter’s 
recent annual meeting. Dr. Floyd A. McCammon, Van Wert, chair- 
man of the Ohio Education Committee is shown making the presenta- 
tion. 


Maryland's Physician of the Year—Dr. Nathan E. Needle, Baltimore, 
second from left, accepts his award as “*Physician of the Year’’ from 
Dr. Archie R. Cohen of Clear Spring, Md., at the chapter’s tenth 
annual meeting in Hagerstown. Mrs. Needle receives an orchid from 
Dr. J. Roy Guyther, Mechanicsville, newly-installed president suc- 
ceeding Dr. Cohen. 
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Back at work ...no angina in 2 months 
... on Metamine Sustained b.i.d. 


In angina pectoris, even after myocardial infarc- 
tion, an early return to useful activity is now 
recognized as of special therapeutic value.' Ideal 
protective medication for the active, employed 
anginal patient is provided by METAMINE® Sus- 
TAINED, b.i.d. (1 tablet on arising and 1 before 
the evening meal). There is little danger of a 
skipped dose; the patient “is more faithful” to 
this simplified regimen. And METAMINE Sus- 
TAINED protects many patients refractory to other 
cardiac nitrates.*? Moreover, when you prescribe 


1, Slipyan, A.: J.A.M.A, 168:147, Sept. 13, 1958, 2. Fuller, H. L. and Kassel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956, 


METAMINE SUSTAINED, q. 12 h., your patient re- 
quires less nitroglycerin and remains fully re 
sponsive to that vital emergency medication. And 
METAMINE SUSTAINED (aminotrate phosphate, 10 
mg., LEEMING) is virtually free of nitrate side 
effects (nausea, headache, hypotension) .” 

Supplied: bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE, METAMINE WITH BUTABARBITAL, 
METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH. RESERPINE. 


Thos. Looming ¢ Ce New York 17. 


% 
eee 1 tablet 
all night 
: 


Drs. |. Roy Guyther, Mechanicsville, president ; Walter 
&, Anderson, Baltimore, president-elect; William T. 
ayman, Hagerstown; Gordon M. Smith, Barnesville ; 
Seseph S. Blum, Baltimore, and Andrew C. Mitchell, 
Slisbury, all vice presidents; Charles P. Crimy, Balti- 
More, secretary, and Harry L. Knipp, Baltimore, 
@easurer. Dr. Nathan E. Needle is delegate to the 
fational Assembly; his alternate is Dr. J. Roy Guyther. 

One of the most ambitious programs undertaken by 
the Maryland group to date drew the largest attendance 
in the history of the chapter; about 70 per cent of the 
Seentire membership heard eight lectures on topics of 
Wide interest to the general practitioner. 

Included on the program were Dr. Keith Hammond 
of Paoli, Ind., speaking on ‘“The Irritable Child” ; Dr. 
Arnold P. Friedman of New York City, “Some Observa- 
fions on Headache”; Dr. Peter A. Pastore of Rich- 
mond, Va., “Diagnostic Aids and Management of 
Office Problems in Otolaryngology”; Dr. Frederick 
Steigmann of Chicago, “The Irritable Bowel Syn- 
drome”; Dr. Frank Kaltreider of Baltimore, ‘Episiot- 
omy and Repair of Lacerations of the Cervix Following 
Delivery” ; Dr. Louis N. Rudin of Baltimore, “Relief of 
Low Back Pain”; Dr. Walter Gerwig of Hollywood, 
Md., “Routine Rectal Examination” and Dr. Elsie B. 
Kris of Bayshore, N. Y., ‘“The General Practitioner 
and the Care of the Discharged Mental Patient.” 
> Executive Director Mac F. Cahal of Kansas City was 
aspecial guest speaker at the Arizona chapter meeting, 
held at the Valley Ho Hotel in Scottsdale. (See cut.) 

The three-day session, October 2 through 4, drew 
91 registering physicians and 19 exhibitors. General 
chairman for the program was Dr. Samuel H. Hale, 
Phoenix, who became president-elect at this meeting. 

Other new officers installed were Drs. F. A. Shallen- 
berger, Jr., Tucson, president; Arthur V. Dudley, Jr., 
Tucson, vice president; Noel G. Smith, Phoenix, 
secretary, and V. Eugene Frazier, Mesa, treasurer. 

Among the topics discussed during the scientific 
program were techniques of electrocardiography, elec- 
troencephalography and audiocardiography sterility ; 
pediatric and infant problems; amnesia and analgesia 
in pregnancy, ocular problems and psychosomatic ther- 
apy. 

Speaking at the meeting were Drs. Samuel J. Grau- 
man, Tucson, Ariz.; Robert N. Rutherford, Seattle, 
Wash.; Richard D. Walter, Los Angeles; H. William 
Clatworthy, Jr., Columbus, O.; James P. Calkins, 
Tucson; A. K. Hansen, Tucson and Frank J. Ayd, Jr., 
Baltimore, Md. 

Awards for the annual golf tournament, held at the 
conclusion of the scientific program, were presented at 
the formal dinner-dance and cocktail party, at which 


Mr. Cahal was the speaker. 
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To Lead Free State— These newly-installed officers will be at the helm 
of the Maryland chapter for the forthcoming year. They are, seated 
left to right: Drs. Charles P. Crimy of Baltimore, secretary; J. Roy 
Guyther of Mechanicsville, president, and Harry L. Knipp of Balti- 
more, treasurer. Standing, left to right: Drs. Gordon M. Smith of 
Barnesville and Joseph $. Blum of Baltimore, vice presidents; 
Walter A. Anderson of Baltimore, president-elect, and Andrew C. 
Mitchell of Salisbury and William T. Layman of Hagerstown, vice 
presidents. 


Enjoying Arizona Hospitality—Four of the guest speakers at the 
recent Arizona chapter meeting in Scottsdale are shown with the 
newly-installed president, Dr. F. A. Shallenberger, Jr., Tucson (cen- 
ter). Left to right are Dr. Frank J. Ayd, Jr., Baltimore, scientific 
speaker; Academy Executive Director Mac F. Cahal, Kansas City, 
banquet speaker; Dr. Shallenberger; Dr. Robert N. Rutherford, Seattle, 
Wash., and Dr. H. William Clatworthy, Jr., Columbus, O., scientific 
speakers. 


Next year’s annual meeting will again be held at 

Scottsdale’s Valley Ho Hotel, from October 15 through 
17. 
p A full public report on the progress of the General 
Practitioner Education Project of the American Psychi- 
atric Association was given by Dr. Charles E. Goshen, 
project director, at the recent state meeting of the 
Massachusetts chapter. 
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The attractive Frmon jar reminds your prcg- 
nant patient to take her prenatal supplement 
daily. You can be sure that the vitamins, minerals, 
trace elements in this complete formula will 
provide the everyday nutritional support you 


2 : prescribed. 
hh é VA, é u, And the patient feels better on Well 
ss . tolerated ferrous fumarate and smaller, dry-filled 
i capsules do not compound her problems with 


The up-to-the-minute formulation includes 


both vitamin K and Aurtrinic* Intrinsic Factor 
A ) E60 } ali VE Concentrate, always enhancing B:2 serum levels. 


For complete formula see P.D.R. page 688. 


Phosphorus-free 
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Prenatal 
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Dr. Goshen, who was the banquet speaker (see cué), 
told the group that the project—which is instituted 
and conducted with the cooperation of the AAGP—is 
intended to further the education of the general prac- 
titioner in the field of mental hygiene and to bring the 
family doctor back into the front line of defense for 
mental health. An added goal is to stimulate and aid in 
organizing postgraduate training programs for general 
practitioners in psychiatry. 

Dr. Goshen was introduced at the annual dinner by 
Dr. Harry C. Solomon, immediate past president of 
the American Psychiatric Association. Dr. Solomon 
is professor of psychiatry at Harvard Medical School 
and director of the Massachusetts Psychopathic Hos- 
pital. 

New England members of the American Psychiatric 
Association were invited to the banquet, held at Bos- 
ton’s Statler Hilton Hotel during the September 27-28 
meeting. 

Elected at the business session were the following 
new officers (see cut): Drs. Burton F. Elder, Hingham, 
president; Bennett I. Fielding, Worcester, president- 
elect; James P. Warbasse, Jr., New Bedford, first vice 
president; Leonard F. Box, Beverly, treasurer, and 
Charles W. Stratton, Lee, corresponding secretary. 
Dr. Elder succeeds Dr. Edmond P. Larkin of North 
Adams as president. 

More than 50 per cent of the Massachusetts chapter 
membership attended as well as 125 other interested 
physicians and 100 guests and exhibitors. 

Dr. Nerio W. Pioppi of Southbridge was the opening 
moderator for the scientific program (see cué) which 
covered hand injuries and uses and abuses of digitalis. 
Other topics for the two-day program were common 
back pains, treatment of diabetes, skin conditions as an 
indicator of more general illness, female hormones and 
the work of the medical examiner in relation to the 
practicing physician. Two afternoon presentations 
were devoted to the use of steroid hormones. 

Among the many prominent medical authorities 
appearing on the program were Dr. Alexander Marble 
from the Joslin Clinic, president of the American 
Diabetic Association, and Dr. Richard Ford, pathol- 
ogist from the Massachusetts Department of Public 
Safety. 

Approximately 150 physicians and their wives at- 
tended the Sunday afternoon dinner where they heard 
Dr. Nicholas Fiumara, deputy commissioner of the 
Massachusetts Department of Public Health, speak on 
“Family Life Education for the Teenager.” Dr. Fiumara 
told the assembled group that the teenager today only 
reflects his family background and that he is waging a 
generally successful fight toward stable adulthood in 
today’s “sex-centered . . . culture.” 
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Bay Staters Hear Goshen—Dr. Charles E. Goshen, second from left, 
project director for The General Practitioner Education Project of 
The American Psychiatric Association, was the Saturday banquet 
speaker for the fall clinical meeting of the Massachusetts chapter, 
September 27-28 in Boston. Shown at the head table with Dr. 
Goshen are Dr. Edmond P. Larkin, past president; Dr. Goshen; Mrs. 
Harry C. Solomon; Dr. Harry C. Solomon, past president of the Ameri- 
can Psychiatric Association, and Dr. Bennett |. Fielding, new presi- 
dent-elect. 


Dinner Dignitaries—These Massachusetts officers and special guest, 
Dr. Nicholas J. Fiumara, deputy commissioner, Massachusetts De- 
partment of Public Health, are shown at the Sunday function. 
Seated, left to right, Dr. Burton F. Elder, new president; Dr. Fivmara, 
guest speaker; Dr. Edmond P. Larkin, immediate past president; 
standing (left) Dr. James P. Warbasse, new first vice president, and 
Dr. Bennett |. Fielding, new president-elect and program chairman 
for the meeting. 


Opening Session—Dr. Nerio W. Pioppi (right) moderated the Massa- 
chusetts chapter’s scientific opener. He is shown here introducing the 
first speaker, Dr. William E. Browne (left), who spoke on “Important 
Primary Treatment of the Injured Hand; What to Do and What 
Not to Do.’’ Also shown is Dr. Edmond P. Larkin, immediate past 
president of the Massachusetts chapter. 
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... for adequate preparation prior to 


proctosigmoidoscopy” 


FLEETS ENEMA 
Disposable Unit 


also for pre- and post operative 
cleansing, and as an 

effective routine enema 

an hospital or home 

Anatomically correct rectal tube? extends just past the 
internal anal sphincter, minimizes injury hazard. Each 
unit contains, per 100 cc., 16 Gm. Sodium Biphosphate 


and 6 Gm. Sodium Phosphate in hand-size ready-to-use 
plastic squeeze bottle with pre-lubricated tip. 


1. Crumpacker, E. L., et al., AMA Arch. Int. Med., 98:314. 
2. Palmer, E. D., “Clinical Gastroenterology” Hoeber-Harper. 


Cc. B. FLEET CoO., INC., LYNCHBURG, VIRGINIA 


also makers of 
OIL RETENTION ENEMA crceer® 


PHOSPHOSSODA 
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General chairman for the Massachusetts program 

was Dr. Bennett I. Fielding of Worcester. 
p Aone-day symposium entitled ‘A Tenth Anniversary 
Review of Antibiotics and Treatment of Traffic In- 
juries” was held November 9 in Little Rock, Ark. 
Sponsored jointly by the Arkansas chapter and the 
University of Arkansas School of Medicine, the pro- 
gram was given at the Hotel Marion. 

The meeting featured six medical authorities with 
. Dr. Mark H. Lepper, University of Illinois College of 
Medicine, Chicago, starting the program off with a 
presentation of “Antibiotic Resistant Organisms.” 

The next speaker, Dr. Alfred B. Longacre, Louisiana 
State University School of Medicine, New Orleans, 
spoke on ‘Prevention and Treatment of Post-Operative 
Infections.” Dr. Morton Hamburger, University of 
Cincinnati College of Medicine, Cincinnati, talked on 
“Advances in Antibiotic Therapy.” 

A question and panel discussion followed these 
three presentations. 

Afternoon speakers included Dr. Kenneth H. Abbott, 
College of Medical Evangelists, Los Angeles, who spoke 
on “Trauma to the Head and Spine.” ‘Trauma to the 
Chest” was the topic of Dr. Edward J. Beattie, Jr., 
University of Illinois College of Medicine, Chicago. 
Final speaker on the program was Dr. N. Frederick 
Hicken, University of Utah College of Medicine, Salt 
Lake City, who talked on ““Trauma to the Abdomen.” 
Another question and panel discussion concluded the 
scientific program. 

Academy President-elect Fount Richardson of Fay- 
etteville, Ark., was the guest speaker at the noon 
luncheon for doctors and wives. AAGP Past President 
R. B. Robins, Camden, Ark., was the chairman. 

The ladies’ program, under the direction of Mrs. 
William A. Snodgrass of Little Rock, featured a morn- 
ing coffee and an afternoon program in the Colonial 
Room. Drs. Lloyd Hollister and J. H. Luker appeared 
in a presentation called “Hospitality Blues.” A fall hat 
fashion show presented by a local millinery shop was 
also scheduled. 

The evening social program included a reception in 
the banquet hall of the Hotel Marion. 
> The Connecticut chapter recently announced the 
appointment of Mr. Lee Isenberg as its executive 
secretary. 

Mr. Isenberg is head of Lee Isenberg Associates, the 
only organization in Connecticut which specializes in 
association management and public relations for busi- 
ness and professional groups. He has an extensive 
educational background at Columbia University, Yale 
and the Sorbonne, University of Paris. Professionally, 
Mr. Isenberg has served with several organizations in- 


cluding the Hartford Chamber of Commerce and Retail 
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Trade Board. He is a consultant to two national associa- 
tions, specializing in problems of maintaining strong 
state and local affiliate groups. 

> Discussing collagen disease, diuresis and rehabilita- 
tion, three medical speakers comprised the program for 
the New Hampshire chapter and Hillsboro (New 
Hampshire) County Medical Society’s recent seminar 
on clinical medicine. 

The seminar, with round-table discussions, was held 
in conjunction with the annual business meeting of the 
New Hampshire chapter, on October 15 at the New 
Hampshire Highway Hotel in Concord. 

Elected and installed at the meeting were officers for 
the forthcoming year, they are Drs. Adrian Marshall of 
Meredith, president; Reginald DeWitt of Plymouth, 
president-elect, and Willard C. Montgomery of Epping, 
vice president. 
> One of the faculty members from the AAGP’s recent 
Symposium on Infectious Diseases in Kansas City, Dr. 
William M. M. Kirby of the University of Washington 
School of Medicine, Seattle, was among the guest 
speakers at a special seminar sponsored by the Mon- 
tana chapter. 

The postgraduate seminar, with round-table discus- 
sions, was held October 25 in the Hotel Placer in 
Helena. Three guest speakers discussed pediatric, 
acute medical and surgical emergencies. 
> Five eminent medical authorities were featured on 
the program on the Nassau County (New York) chap- 
ter, at its ninth annual scientific meeting, November 12. 

The program, held in Garden City, was organized 
and planned by Dr. Clement Boccalini of Floral Park. 


Virginia Chapter’s New Home— The second floor of this new colonial 
structure (at 4205 Dover Road) in Richmond is the location of the 
Virginia chapter headquarters. The building, main headquarters of 
the Medical Society of Virginia, was occupied this past October. 


—— 
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TEAMWORK 


Foods selected from four food groups, by supple- 
menting each other, can provide all of the energy 
and essential nutrients needed by adults and chil- 
dren for health . .. maintenance . . . and growth. 
In A Guide to Good Eating, our common foods 
have been placed in four separate groups. Each 
group makes special contributions. These mini- 
mum servings provide the average adult about 
these amounts of the Allowances for essential 
nutrients... 
from milk or its equivalent in dairy foods . . . % 
the calcium . . . Yy the riboflavin . . . Y the protein 
...and 1/5 the vitamin A... 
from the meat group . . . when some eggs and glan- 
dular meats are chosen . . . Y the protein and iron 
...Y4 the niacin...and Y4 the thiamine, ribo- 
flavin and vitamin A... 
from vegetables and fruits .. . all the vitaminC... 
3%, the vitamin A value... the iron...and 
1/5 the thiamine . . . 
from enriched or whole grain breads and cereals 
the thiamine . . . and \/s the niacin and iron. 


Each group provides significant amounts of 
other nutrients. Milk and dairy foods provide 
some of all nutrients known to be essential to 
man. Breads and cereals supplement the protein, 
B vitamins and minerals of milk, meat, vegetables 
and fruits. 

Eaten in minimum amounts suggested, these 


A GUIDE TO GOOD EATING — USE DAILY 
DAIRY FOODS 


8to 4 glasses milk—children « 4 or more giasses— 
teenagers « 2 or more glasses—adults « Cheese, ice 
cream and other milk-made foods can supply part of 
the milk 

MEAT GROUP 
2 or more servings « Meats, fish, poultry, eggs, or 
cheese—with dry beans, peas, nuts as alternates 


VEGETABLES AND FRUITS 


4 or more servings « Include dark green or yellow 
vegetables; citrus fruit or tomatoes 


BREADS AND CEREALS 
4 or more servings « Enriched or whole-grain added 
milk improves nutritional values 


foods form the basis of an adequate diet. Addi- 
tional amounts of these or other foods are usually 
needed. Sugars, syrups, fats and oils used in food 
preparation provide mainly energy. 

When combined in well-prepared meals, foods 
selected from each of these four food groups can 
satisfy the tastes, appetites and nutrient needs of 
all members of the family . . . young and old. 

The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 
Since 1915... promoting better health 
through nutrition research and education. 


GA NATIONAL DAIRY COUNCIL 
A non-profit organization 
== 111 N. Canal Street + Chicago 6, Ill. 
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Speakers on the program, and their topics, were: 

Dr. Harry M. Zimmerman, chief of laboratory divi- 
sion, Montefiore Hospital, N. Y. and professor of 
pathology, Columbia University College of Medicine, 
who spoke on ‘“The Patient with a Cerebral Vascular 
Accident’”?; Dr. W. C. Davison, dean of Duke Uni- 
versity School of Medicine, Durham, N. C., whose 
topic was “Advances in Preventive and Therapeutic 
Pediatrics” and Dr. Emil Naclerio, chief, thoracic serv- 
ices at Columbus and Harlem Hospitals, New York 
City, speaking on “Chest Injuries with Emphasis on 
Emergency Treatment.” 

Also speaking were Drs. Chevalier L. Jackson, pro- 
fessor of laryngology and broncho-esophagology, Tem- 
ple University, Philadelphia, whose topic was “Bron- 
cho-Esophagology in Relation to General Practice” 
and Dr. Alton Ochsner, Ochsner Clinic, New Orleans, 
speaking on “Cancer of the Lung.” 


GP Quiz Answers 
Questions appear on pages 118/120 
Question Answer Issue 

3 (1) GP, July, page 79 

S. (3) GP, July, page 81 

3. (2) GP, July, page 98 

4. (2) GP, August, page 131 

5. (4) GP, August, page 132 

6. (4) GP, July, page 94 

¥. (2) GP, August, page 70 

8. (1) GP, August, page 100 

9. (5) GP, August, page 129 
10. (4) GP, September, page 99 
1. (5) GP, July, page 112 
12. (3) GP, September, page 86 
13 (2) GP, September, page 113 
14 (3) GP, September, page 119 
15 (2) GP, September, page 140 
16. (3) _ GP, October, page 84 
17. (5) GP, October, page 75 
18, (4) GP, October, page 79 
19, (4) GP, November, page 84 
20. (2) "GP, October, page 87 
*; (2) GP, December, page 95 
22. (1) GP, December, page 105 
23. (3) GP, November, page 94 
24, (1) GP, November, page 129 
25. (2) GP, November, page 99 
26. (5) GP, December, page 116 
27. (4) GP, December, page 89 
28. (5) GP, November, page 81 


Pathologic Findings 


The following are the findings from the Clinico- 
pathologic Conference found on pages 121-122. 


THE LUNGs were markedly edematous, bloody fluid 
exuding from the bronchi of all lobes. A fresh, 
friable, loose clot was lodged in the left pulmonary 
artery. No old emboli were found. The heart 
weighed 430 Gm. There were scattered athero- 
matous plaques in the coronary arteries, with 
narrowing but no occlusion. The foramen ovale 
was patent but functionally closed. Using saline 
at the autopsy table, slight increases in pressure 
within the right atrium caused the flap over the 
foramen ovale to open. This revealed a 2-cm. 
defect. The liver was large, flabby and soft, with 
prominent vascular markings. The kidneys were 
large, swollen and congested. A large, loose clot 
at the bifurcation of the aorta blocked both iliac 
arteries and extended into the right femoral artery. 
The veins of the lower extremities were not 
dissected. 


Pathologic Diagnoses 


1. Pulmonary embolism, secondary to thrombo- 
phlebitis of the left lower extremity. 

2. Patent foramen ovale. 

3. Paradoxical embolism to aorta and iliac ar- 
teries. 

4. Acute right and left ventricular failure due 
to multiple embolism in pulmonary and systemic 
circulations (atherosclerotic heart disease possibly 
a factor). 


Comment. The primary etiology of thrombophlebitis 
remains obscure in this case. Following multiple 
pulmonary emboli, pulmonary arterial and right 
heart pressures were elevated to a level at which 
right atrial pressure exceeded left atrial pressure— 
at least transiently. This permitted “paradoxical 
embolism”—passage of emboli of venous origin 
through the patent foramen ovale into the sys- 
temic arteries. While multiple pulmonary emboli 
explain acute cor pulmonale, the cause of acute 
left ventricular failure is somewhat obscure. How- 
ever, the immediate cause of death appeared to 
be acute pulmonary edema. 


The data for the case presentation and the patho- 
logic findings were drawn from the files of the Labo- 
ratory Service, Mt. Alto Veterans Administration 
Hospital, Washington, D.C. 
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discharges 


Nylmerate Solution Concentrate as a vaginal douche helps 
prevent recurrences of vaginal discharges, acts as an ef- 
fective prophylaxis. 


¢ Available only on your prescrip- 
tion (eliminates possibility of 
At concomitant meammre— excessive or unwarranted vagi- 
douching) 
¢ Therapeutic (Bactericidal a 
NYLMERATE IMPROVED JELLY trichomonacidal) 


and * Acidic (4.1 pH in dilution) ANTISEPTIC SOLUTION 


Symbiotic organisms eradicated by Reaches innermost recesses CONCENTRATE 1.500 
its bactericidal potency => via low surface tension 
e Low surface tension allows for ¢ Soothing 


de ithelial cell trati j H 
vagiast * Use. . . twice daily (1 capfull to 


flora and prevents recurrences E 2 quarts water) prior to inser- 
Simple to use...morning and tion of medication 

night applications, including treat- e Economical 

ment during menstrual period Specify pint bottles with measuring 


Prescribe: “Nylmerate Jelly with ap cap (Nylmerate: A brand of phenyl- 
plicator” 3 oz. and 5 oz. tubes mercuric acetate) 


HOLLAND-RANTOS CO., INC. « 145 HUDSON STREET * NEW YORK 13, N. Y. 
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Obstetrics, Gynecology, Orthopedics, Neurology Are Wednesday Program Topics 


Ip YoU HAVE professional interest in obstetrics, gyne- 
cology, orthopedics or neurology, you won’t want to 
miss the Wednesday program in San Francisco next 
April. If you have problems related to any of these sub- 
jects, you can’t afford to be anywhere but the San 
Francisco Civic Auditorium, come April 8. 

And to make certain you get up bright and early 
that Wednesday morning (don’t stay too long at too 
many state chapter parties the night before) you have 
the inducement of Dr. James L. Dennis as the opening 
speaker. 

Dr. Dennis is rated among the top ten, for worthwhile 
information and entertaining presentation, of the entire 
fraternity of medical lecturers, coast to coast. Besides, 
the audicnce will have a strong feeling of kinship, since 
he was a general practitioner and Academy member be- 
fore he decided to concentrate on babies. 

An Oklahoman by birth and education, Dr. Dennis 
received his postgraduate training at Alameda and 
Merced County Hospitals, California, before moving to 
Texas, where in addition to private practice he served 
as assistant professor of pediatrics at the University of 
Texas and assistant administrator of medical affairs for 
the university medical branch hospitals. Eventually, 
however, the Golden Gate lured him away from the 
Lone Star and for the past four years he has been 
medical director of East Bay Children’s Hospital and 
visiting lecturer in pediatrics at the University of 
California. 

In approaching his subject, ““The Premature Baby— 
A Persistent Challenge,” Dr. Dennis points out that 
itis a dual problem. First, prevent prematurity if possi- 
ble, since 50 per cent of all 
neonatal mortality occurs in 
this group. In answer to 
those who may question the 
practicality of preventive 
measures, he will discuss 
the many factors affecting 
the incidence of prema- 
turity over which the physi- 
cian can exert control. 

The second part of the 
problem—promoting care 
once the baby is born— 
 Aitpwtacteesaplhad is manifold. To be reviewed 
is perhaps the most impor. 4° the handicaps of the 
lant single item insalvaging ‘mature baby and newer 
the newborn. concepts of management 


James L. Dennis, M.D. 
—If prematurity cannot be 


GP January 1959 


and treatment—with a parting thought that “perhaps 
the most important single item in the salvage of the 
premature is still good nursing care.” 


Postmaturity 


The obvious opposite side of the coin is “Post- 
maturity.” To present this subject the program com- 
mittee selected an equally-recognized authority, Dr. 
Mitchell J. Nechtow, associate professor of gynecology 
and obstetrics at the University of Chicago, and as- 
sociate professor of gynecology at Cook County Gradu- 
ate School of Medicine. Dr. Nechtow’s hospital con- 
nections include Cook County Hospital, Fantus 
Gynecologic Clinic, Northwest Hospital and Norwe- 
gian American Hospital. Born in Kiev, Russia, in 
1909, Dr. Nechtow came to America “between wars,” 
received his M.D. from the University of Illinois in 
1934, and did extensive postgraduate work at Lu- 
theran Memorial Hospital. Academy members will re- 
member the several outstanding scientific exhibits 
which he has co-sponsored with Dr. Walter Reich at 
previous Assemblies. 

Postmaturity is becoming a subject of discussion 
throughout the nation. An overdue baby causes anx- 
iety to the patient and to the doctor alike. A discus- 
sion of possible causes, both maternal and fetal, will be 
presented. The approach to the management of such 
a case is an all-important consideration. The hazard 
to the fetus during labor calls for the proper judgment 
and individual evaluation of every postmaturity case. 
Practical consideration in the over-all picture of post- 
maturity will be presented. 


Premenstrual Tension 


The first speaker follow- 
ing the morning recess will 
be Dr. Ernest W. Page, pro- 
fessor and chairman of the 
Department of Obstetrics 
and Gynecology at the Uni- 
versity of California. Dr. 
Page is one of those rare 
individuals—a native Cali- Mitchell J. Nechtow, M.D. 


fornian. He was educated 4 "ative of Kiev, Russia, Dr. 
in that state (M.D., Stan- 
ford, 1934), interned at ,,, of ths euthovities in 
Alameda County and after _his topic field—postmaturity. 


207 


4 


SHORTEST 
DISTANCE 
BETWEEN 


can be achieved with 


ARTANE 


Trihexyphenidy! HC! LEDERLE 


Effectively helps restore smooth straight-line function in all forms 

of Parkinsonism. 

One of the best available preparations for sustained control of rigidity and minor 
tremors.! Also active against oculogyria and akinesia.? A basic drug for 
beginning treatment in all types of Parkinsonism.':? 

Continually useful alone or in combination in most cases at any stage. 
Employable at any age.! 

Gentle in action at therapeutic dosage.! One of the drugs least likely 

to produce side effects. 

Supplied: 2 mg. and 5 mg. TABLETS; ELIXIR, 2 mg. per 5 cc. teaspoonful 
Dosage: | mg. first day, gradually increased, according to response, to 
6-10 mg. daily divided in 3 doses at mealtimes. 

1, Doshay, L. J.: M. Clin. North America 40:1401 (Sept.) 1956. 


2. Doshay, L. J.: Current M. Dig. 22:11:49 (Nov.) 1955. 
3. De Jong, R. N.: J. Michigan M. Soc. 57:722 (May) 1958. 


==>) LEDERLE LABORATORIES, A Divizion of AMERICAN CYANAMID COMPANY, Pearl River, New York 


*Reg. U.S Pat. Off. 


— 
— 
di 
te 
g 
0 
Ve 
th 
by 
te 
P 
tl 
W 
| 
ad 


his residency at Los An- 
geles County, taught at 
“Southern Cal” for two 
years. In 1938 Dr. Page 
moved to his present in- 
stitution, where he became 
professor in 1954 and chair- 
man two years later. 

He is a member, among 
others, of the American 

Gynecological Society, the 
tees! W. Page, M.D. American Physiological So- 
—Alterations in the interme- J > 
of and the Society for 
terone may be a factor in Gynecologic Investigation, 
premenstrual tension. of which he was president 

in 1956. Dr. Page has con- 

tributed some 75 articles to 
the professional literature, and is recognized as one of 
the top authorities on the physiology and biochemistry 
of human pregnancy. 

All of which adds up to his logical selection to dis- 
cuss “Premenstrual Tension”—that ill-defined symp- 
tom complex common to many women and almost in- 
capacitating to some. The discussion will cover the 
several theories regarding etiology of the disorder and 
the frequently attendant edema. The admittedly un- 
certain relationship to the corpus luteum and pro- 
gesterone will be considered—particularly the sug- 
gestion that alterations in the intermediate metabolism 
of progesterone may be a factor. 

The role of the patient’s own emotional stability in 
more severe manifestations will be evaluated. The 
presentation will conclude with a review of recognized 
therapies for both the generalized edema of cyclic na- 
ture and for the behavioral manifestations, headaches 
and mastalgia. 


Menopause Therapy 


The second gynecologic discussant, Dr. Edmund 
W. Overstreet, is also a native Californian. He, how- 
ever, traveled across the country for his education, re- 
ceiving his B.S. at Yale and his M.D. at Johns Hopkins. 
During this period he went even further afield for a 
year at both the College de Geneva (Switzerland) and 
the University of Vienna. 

Since 1940, with a three-year interruption as a lieu- 
tenant colonel in the Air Force, he has been both in 
private practice in San Francisco and on the faculty of 
the University of California—where he is associated 
with Dr. Page as vice chairman of obstetrics and 
gynecology. He has some 20 scientific papers to his 
credit and is in constant demand as a lecturer before 
scientific groups. His society memberships include the 
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International Fertility As- 
sociation, the Endocrine 
Society and the American 
Association for Advance- 
ment of Science. 

Dr. Overstreet will talk 
on “Changing Concepts in 
Therapy of the Meno- 
pause.” He will review the 
displacement of the old con- 


cept of total ovarian failure 

by the present recognition 
—There ts a present recogni- 

of the persistence for many gion of the persistence of low- 

post-menopausal years of [evel function for 

low-level ovarian function. many post-menopausal years. 

Correlation of ovarian ac- 

tivity to many metabolic 

body processes will be analyzed—with specific atten- 

tion to osteoporosis, arteriosclerosis, hair and skin con- 

ditions and psychic states. 

The controversy over routine incidental ovarectomy 
at laparotomy will be evaluated, as well as the effec- 
tiveness of exogenous steroid therapy as a substitute 
for natural ovarian function. He will conclude with the 
suggestion that post-menopausal need for steroids may 
be much more frequent and prolonged than heretofore 
suspected. 


Tissue and Joint Injuries 


After the noon recess, attention will turn to three 
discussions in the field of orthopedics. The first of 
these, dealing with “Soft Tissue and Joint Injuries to 
Children,” will be presented by Dr. J. Vernon Luck, 
clinical associate professor of orthopedic surgery at the 
University of Southern California, Los Angeles. 

Dr. Luck is also medical director and chief of staff 


Trio To Discuss Children's Orthopedic Problems—Dr. J. Vernon Luck 
(left) will discuss soft tissues and joint injuries; Dr. John H. Moe 
(center) will outline the two forms of conservative treatment to which 
a majority of newborn foot deformities respond favorably; and Dr. 
Walter P. Blount (right) will show how children’s fractures are 


different. 
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of Orthopaedic Hospital; consultant in orthopedic 
pathology at Los Angeles County and senior ortho- 
pedic surgeon at Hollywood Presbyterian. He is a 
member of half a dozen orthopedic associations, in- 
cluding the International Society of Orthopedic Sur- 
gery and Traumatology; has published one text, 
Bone and Joint Disease, as well as numerous other 
papers: and will be remembered for his outstanding 
scientific exhibit on “Wringer Injuries” at the Los 
Angeles Assembly four years ago. 

Proper repair of muscle injuries will be discussed in 
some detail, with examples of the dramatic results pos- 
sible in substituting other muscles where there is 
permanent nerve and muscle damage. Soft tissue in- 
jury over epiphyseal plates may cause epiphyseal ar- 
rest, with almost catastrophic effect on growth pat- 
terns in the long bones of younger children. Methods 
of avoiding epiphyseal damage will be stressed. 

Joint injuries in childhood require meticulous care 
to prevent plate damage and growth deformities by 
malalignment. Techniques for rehabilitation of severely 
damaged joints will be outlined, and indications for 
joint fusion discussed. The inadvisability of arthro- 
plasty in younger children will be touched on. Preven- 
tion of infections in open soft tissue and joint injuries 


will also be included. 


Children’s Fractures 


When the second speaker in this group says ‘‘Frac- 
tures in Children are Different,” he speaks from long, 
authoritative experience. Dr. Walter P. Blount is 
author of the well-known text, Fractures in Children, 
which has already been translated into several foreign 
languages. Academically, he is professor and director 
of the Department of Orthopedics at Marquette Un- 
versity. 

Clinically, he is head of orthopedics at Milwaukee 
Children’s Hospital, and senior consultant at the 
Wood (Wisconsin) V.A. Hospital, among several. In 
addition to all the principal orthopedic societies in 
this country, he is a member of Deutche Orthapadische 
Gesellochaft (Hon.) and Société Internationale de 
Chirurgie Orthopédique et de Traumatologie. 

Dr. Blount will redefine the relatively simple 
principles of fractures in children, using simple trac- 
tion or cast application. He emphasizes that concern 
for normal length is unnecessary and that reduction by 
operation is seldom justified, except in certain elbow 
fractures. The phenomenon of accelerated growth after 
fracture (in children) will be discussed, as well as the 
correctability of minor angular deformities. Three 
variables that control this correction will be outlined. 
One exception, where the subsequent growth may pro- 
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duce marked angulation or shortening will be de- 
scribed. 


Newborn’s Foot Deformities 


The final orthopedic lecture, dealing with “Foot 
Deformities in the Newborn,” will be presented by Dr. 
John H. Moe, professor and head of the Department 
of Orthopedic Surgery at the University of Minnesota. 
Dr. Moe is also associate chief of staff at Gillette State 
Hospital for Crippled Children, St. Paul, and chief of 
orthopedic surgery at Minneapolis General. His pro- 
fessional society affiliations include the Clinical 
Orthopaedic Society, the American Academy of 
Orthopaedic Surgeons and the International Society 
of Orthopedic Surgery and Traumatology. He is, ac- 
cording to our well-informed spies, a brilliant, audi- 
ence-holding platform speaker. 

Dr. Moe points out that the most common con- 
genital foot deformities in the newborn are those of 
congenital talipes equinovarus or talipes calcaneal 
valgus. He will emphasize the importance of determin- 
ing the severity of this condition and will outline the 
two forms of conservative treatment to which a major- 
ity of the cases respond favorably. 

Another congenital condition, which is mysteri- 
ously increasing in incidence, is that of metatarsus 
varus. Again, differentiation of degree is important 
and response to treatment usually rapid—although 
extreme cases may require treatment for years, with 
operative therapy frequently necessary in resistant 
types. Finally, other foot deformities will be discussed 
which include congenital pseudoarthrosis of the tibia 
and various anomalies. 


Headache Diagnosis 


Immediately following the afternoon recess, Dr. José 
L. Garcia Oller, of New Orleans, will present ‘The 
Neurological Diagnosis of Headache.” Dr.Garcia Oller 
received his undergraduate degree from the University 
of Puerto Rico and his M.D. from Jefferson Medical 
College. Following a brief period in general surgical 
practice, he spent nearly four years in neurosurgical 
postgraduate study at Ochsner Clinic and the Yale 
Brain Tumor Registry, with later postdoctoral work in 
neuropsychiatry at Tulane. He is head of neurosurgery 
at Charity Hospital and attending neurosurgeon at 
Mercy—both in New Orleans. His association member- 
ships include the Harvey Cushing Society of Neuro- 
surgery and the Scientific Research Society of America. 

Dr. Garcia Oller’s presentation will be, essentially, a 
live clinic in absentia. Recognizing that most discussions 
of headache focus on vascular mechanisms, pain path- 
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ways, vasomotor therapy, 
allergy control and psycho- 
therapy, he proposes to 
bring before you “a con- 
secutive parade of head- 
ache and head-pain pa- 
tients, with objective veri- 
fied neurologic syn- 
dromes.” He will demon- 


strate that practically all of 
these can be correctly diag- 
nosed by the general prac- 
titioner, if the essential 
**thumb-sketch”’ clinical 
head-pain patients with ob- _ picture is recognized during 
jective verified neurologic _ the interview of the patient. 
syndromes. The entire discussion will 


be profusely illustrated. 


José L. Garcia Oller, M.D. 

His presentation, a live clinic 
in absentia, will provide a 
parade of headache and 


Parkinsonian Syndrome 


To complete the neurologic phase of the 1959 
Assembly program, Dr. Donald Macrae will present 
“The Parkinsonian Syndrome.” Dr. Macrae entered 
this world via Stornoway, Scotland, and received his 
medical degree from the University of Glasgow. After 
five years in the Royal Army Medical Corps (lieu- 
tenant colonel) and becoming a fellow of the Royal 
Faculty of Physicians and Surgeons and member of the 
Royal College of Physicians, he spent another five 
years in neurologic postgraduate study at Glasgow 
Royal Infirmary and the University of London. 

In 1952 he joined the faculty of the University of 
California, where since 1956 he has been associate 
professor and vice chairman of the department of 
neurology. His contributions to the literature range 
from epilepsy to collagen diseases of the nervous system. 

Dr. Macrae reminds us 
that the Parkinson syn- 
drome is not a nosologic en- 
tity, representing as it does 
involvement of the “‘extra- 
pyramidal system” by in- 
fectiens and vascular de- 
generative, toxic neoplastic 
and traumatic processes— 
encephalitis, arteriosclero- 
sis and senility being the 
most common causes. Al- 
though diagnosis is usually 
easy, other tremors may 
frequently be misdiagnosed, 
so differentiating signs will 
be pointed out. The classic 
(and too-often disappoint- 


Donald Macrae, M.D. 
—Parkinson syndrome is not 
a nosologic entity. Although 
diagnosis is usually easy, 
other tremors may frequently 
be misdiagnosed. 
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ing) therapies will be reviewed, with reports on several 
drugs and some recent surgical procedures which ap- 
pear to offer—if not a marked measure of relief— 
at least a channel for continued research into this com- 
plex syndrome, the incidence of which is increasing 
annually. 


San Francisco Assembly Offers Many 
Special Events for Physicians and Wives 


DETAILED PLANNING for ladies’ entertainment, the Presi- 
dent’s Reception, Chapter Functions’ Night and a 
physicians’ examination booth got under way at an 


October 29 meeting in San Francisco. 


Attending the planning 
session were Board Chair- 
man John Walsh, Sacra- 
mento; Dr. Ivan C. Heron, 
San Francisco,and members 
of his Local Arrangements 
Committee; Mrs. Antonic 
J. Franzi, chairman of La- 
dies’ Entertainment Com- 
mittee; Dr. Herman Drill, 
Hopkins, Minn. and mem- 
bers of the Committee on 
Scientific Assembly ; Execu- 
tive Director Mac F. Cahal 
and several members of the 
headquarters staff, Kansas 
City, Mo. 

A physicians’ examina- 
tion booth will be one of the 
specialties of the 11th An- 
nual Scientific Assembly 
April 6-9 in the Golden 
Gate City. Originally initi- 
ated by Academy members 
through the General Prac- 
tice Section at AMA meet- 
ings, the project promises 
to be an outstanding attrac- 
tion in April. 

One key schedule change 
this year will be Chapter 
Functions’ Night which will 
move to Tuesday evening, 
April 7. Although chapter 
activities have been held on 
Monday evening the past 
two years, it is felt that the 
later date will give states 
more time to plan their 
functions. 


Ivan C. Heron, M.D. 

A former chairman of the 
Academy’s Board of Di- 
rectors, Dr. Heron serves 
in a repeat role as chairman 
of this year’s Local Arrange- 
ments Committee. He - also 
handled the job in 1951 
when the Academy last met in 
San Francisco. 


Mrs. Antonio Franzi 

As chairman of the Ladies’ 
Entertainment Committee, 
Mrs. Franzi is streamlining 
the distaff activities to fit in 
with the San Francisco 
tempo. Mrs. Franzi is the 
wife of Dr. Antonio Franzi, 
immediate past president of 
the California chapter. 
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With this change, the annual Delegates’ Reception 
and Dinner will move to Monday evening. Academy 
officers and wives, delegates, alternates and their wives 
and distinguished speakers will be guests. The evening’s 
entertainment will again be sponsored by Mead Johnson 
& Company. 

Ladies’ entertainment promises something different 
this year under the guidance of Mrs. Antonio Franzi. 
Because fabulous San Francisco itself offers so much of 
interest to visitors, the ladies will have more free time 
to peruse whatever interests them most. 

Tuesday will be the big day of scheduled activities, 
with tours the main attraction. Plans are being laid for 
three key outside city tours—one covering the penin- 
sula and Stanford University, another going to Oakland 
and the University of California and a third to Marin 
County. All would include a special luncheon in the 
respective areas. 

There will also be city tours and a luncheon-fashion 
show for those who prefer to stay in the city. Through- 
out the Assembly the ladies will maintain a special 
Hospitality Room in Civic Auditorium. 

Board Chairman Walsh presided at the October 29 
session at the Fairmont Hotel, which will be a head- 
quarters hotel in April. During the meeting he called 
for reports on the various activities from the persons 
who are in charge of them. 

Dr. Drill reported that the scientific program, long 
since completed, promises to be outstanding in every 
respect. A progress report on scientific exhibits was 
made by Dr. Walter Sackett, Miami, Fla., a member of 
the Committee on Scientific Assembly and chairman of 
the Subcommittee on Scientific Exhibits. 

Also represented were Drs. Amos Johnson. Garland, 
N. C.; Garra Lester, Chautaugua, N. Y. and George V. 
Launey, Dallas, Tex. 

Dr. Ivan C. Heron, chairman of the Local Arrange- 
ments Committee, outlined his course of action, and 
introduced the following members of his committee: 
Dr. Antonio J. Franzi, chairman of the Subcommittee 
on Scientific Exhibits; Dr. Alexander F. Fraser, chair- 
man of the Subcommittee on Registration; Dr. Robert 
W. Wolf, chairman of the Subcommittee on Hospitality ; 
and Mrs, Franzi. 

Mr. Walter Swanson, head of the San Francisco Con- 
vention Bureau,’ met with the group and aided con- 
siderably in making local arrangements. 

The social highlight of the Assembly will again be 
the President’s Reception which will follow inaugural 
ceremonies for the incoming president, Dr. Fount 
Richardson. 

The reception honoring Retiring President Holland 
Jackson will be held on Wednesday evening. Begin- 
ning at 9 p.M. on April 8, the reception will be held in 
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Table Work—Long hours around the conference table October 29 in 
San Francisco brought many decisions for special activities at the 
forthcoming Assembly. Shown here, Executive Director Mac F. 
Cahal is making his report to the group. Most clearly seen, facing 
camera, are Mrs. Kay Johnson (left to right), Kansas City; Dr. Amos 
Johnson, Garland, N.C.; Messrs. Charles Nyberg and William 
McVay, Kansas City; Dr. Antonio J. Franzi and Mrs. Franzi, San 
Francisco; Mr. Walter Swanson, San Francisco (at telephone) ; Board 
Chairman John Walsh, Sacramento and Executive Director Cahal 
(standing). 


Other Side of the Table— Another view catches the other planners 
listening to Executive Director Cahal. Counter clockwise are Mr. M. G. 
Hermetet (with pipe), Kansas City; Dr. Herman Drill, Hopkins, Minn.; 
Miss Cleo Norris and Mr. Walter Kemp, Kansas City; Dr. Garra Lester, 
Chautauqua, N. Y.; Dr. George Launey, Dallas; Dr. Alexander F. 
Fraser, San Francisco; Dr. Robert W. Wolf, San Francisco; Dr. van 
Heron, San Francisco; Miss Helen Cobb, Kansas City and Mr. Cahal 
(standing). 


the Fairmont’s Gold Room and Nob Hill Room. This 
year hors d’oeuvres will again be provided by the 
Academy and drinks may be purchased. 

Other special events to be scheduled are a repeat 
Century Club Luncheon and a San Francisco Medical 
Society Day on Wednesday. The Century Club Lunch- 
eon which will fete all members who have contributed 
$100 to the AAGP Building Fund is scheduled for 
12:15 p.m. Tuesday, April 7, in the Mark Hopkins 
Hotel. 

There will also be a special Visitors’ Booth which 
will provide information throughout the Assembly and 
a Chapter Functions’ Desk will be maintained in the 
Registration Area. 
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Grhedule of EventS—eveventH ANNUAL SCIENTIFIC ASSEMBLY—SAN FRANCISCO 


Day and Date 


Prday, April 3 
Saturday. April 4 


Sunday, April 5 


Monday, April 6 


Tuesday, April 7 


Wednesday, April 8 


Thursday, April 9 
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Time 


9:00 a.m. 


7:30 A.M. 
9:00 a.m. 
9:00 A.M. 
9:00 A.M. 
12:15 P.M. 


2:00 p.m. 
5:30 P.M. 


7:30 A.M. 


9:00 A.M. 
9:00 A.M. 
10:00 a.m. 
10:00 a.m. 
2:00 p.m. 
5:30 P.M. 


7:30 A.M. 


8:30 A.M. 
8:30 A.M. 
8:30 A.M. 
9:00 A.M. 
9:00 a.m. 


12:00 m. 


1:00 p.m. 
6:30 P.M. 


8:30 A.M. 
9:00 a.m. 
9:30 A.M. 
12:15 p.m. 
12:30 P.M. 
12:30 p.m. 
3:00 P.M. 


EVENING 


8:30 A.M. 
9:00 a.m. 


3:00 P.M. 
8:00 P.M. 
9:00 P.M. 


8:30 a.m. 


12:00 m. 


12:30 p.m. 
P.M. 


Event 


Board of Directors Meeting 


Reference Committee Chairmen Breakfast 
Rules Committee 

Delegates’ Registration 

Ladies’ Registration 

Joint Luncheon Meeting: Board, Local 
Arrangements Subcommittee Chairmen, 
Scientific Assembly Committee 

Congress of Delegates Convenes 

Three Reference Committee Hearings 


Committee on Scientific Assembly 
Breakfast Meeting 

Three Reference Committee Hearings 
Ladies’ Registration 

Exhibitor Registration 

Member Registration 

Congress of Delegates 

Three Reference Committee Hearings 


Committee on Scientific Assembly 
Breakfast Meeting 

Member Registration 

Ladies’ Registration 

Three Reference Committee Meetings 
Congress of Delegates 

Ladies’ Registration 

Congress Recesses 

Scientific Assembly Convenes 
Delegates’ Dinner 


Member and Ladies’ Registration 
Scientific Assembly 

Ladies’ Tours 

Century Club Luncheon 

Ladies’ Luncheon 

Children’s Entertainment 

Mead Johnson Awards 

State Chapter Functions 


Member and Ladies’ Registration 
Scientific Assembly 

(San Francisco Medical Society Day) 
Ross Awards 

Inauguration Ceremony 

President’s Reception and Ball 


Member Registration 

Assembly Closes 

Board of Directors Meeting 

Departures for Invitational Scientific Congress, 
Honolulu, T. H. 


Place 


Fairmont 


Fairmont 
Fairmont 
Fairmont 
Fairmont 
Fairmont 


Fairmont 
Fairmont 


Fairmont 


Fairmont 
Fairmont 
Civic Auditorium 
Civic Auditorium 
Fairmont 
Fairmont 


Fairmont 


Civic Auditorium 
Civic Auditorium 
Fairmont 
Fairmont 
Fairmont 


Civic Auditorium 
Fairmont 


Civic Auditorium 
Civic Auditorium 


Mark Hopkins 
Fairmont 
Fairmont 

Civic Auditorium 


Civic Auditorium 
Civic Auditorium 


Civic Auditorium 
Fairmont 
Fairmont 
Civic Auditorium 
Civic Auditorium 
Fairmont 
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Scientific Lecture Program 


HEVENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN 


APRIL 6-9, SAN FRANCISCO, CALIFORNIA 


ACADEMY OF GENERAL PRACTICE 


Hour 


Monday 
April 6 


Tuesday 
April 7 


Wednesday 
April 8 


Thursday 
April 9 


9;00-9:30 A.M. 


| 9:30-10:00 a.m. 


11:00-11:30 a.m. 


11:30-12 :00 a.m. 


| 10:00-11 :00 a.m. 


REGISTRATION 
BEGINS 9:00 a.m. 


OPENING 

OF SCIENTIFIC 
AND TECHNICAL 
EXHIBITS 

9:00 a.m. 


OPENING OF PROGRAM 
WELCOMING SPEECHES 
1:00 p.m. 


Effect of Dietary Fat 
on Serum Cholesterol 
Francisco Grande, M.D. 


Hypertension 
Arthur Grollman, M.D. 


Prematurity 
and Postmaturity 
1. The Premature Baby 
James L. Dennis, 
2. Postmaturity 
Mitchell J. Nechtow, M.v. 


Diabetes 
1. Living with Diabetes 
Richard M. Johnson, m.v. 
2. New Concepts in 
Diabetic Management 
Bertrand E. Lowenstein, 
3. Diabetes: Relationship 
to Degenerative 
Vascular Disease 
Laurence W. Kinsell, 


RECESS FOR EXHIBITS 


Cardiac Arrest 
W. H. Snyder, Jr., M.D. 


Premenstrual Tension 
Ernest W. Page, M.D. 


Recognition of Surgical 
Heart Conditions 
Norman E. Shumway, 


Menopause 
Edwin Overstreet, M.D. 


Medicine Prepares for the 
Space Age 


Captain Norman Barr, 


NOON RECESS 


Doctors in a 
Changing World 
Walter H. Judd, m.v. 


2:00-3:00 p.m. 


Immunology 

K. F. Meyer, M.v. 
Moderator 

Newer Knowledge of 
Standard Immunization 
Agents 

Geoffrey Edsall, m.v. 

Immunization Procedures 
in Virus and Rickettsial 
Diseases 

Edwin H. Lennette, M.v. 


Surgery 

1. Surgical Convalescence 
—When Does It End? 

Fred Bentley, M.v. 

2. Peritoneal Surgery 

Joel Baker, M.v. 

3. Hernia Repair 

Fred Hicken, M.d. 


Orthopedics 

1. Soft Tissue and Joint 
Injuries to Children 

J. Vernon Luck, M.D. 

2. Fractures in Children 
Are Different 

Walter P. Blount, M.v. 

3. Foot Deformities in 
the Newborn 

John H. Moe, 


RECESS FOR EXHIBITS 


Public Health and Its 
Relation to the 
Practice of Medicine 

Leroy H. Burney, M.v. 


Animal Diseases 
Transmissible to Man - 
James H. Steele, 


Burn Therapy 

1. The Body’s Response 
to Burns 

W. D. Snively, Jr., M.D. 

2. Immediate Therapy 
in Burns 

Lt. Col. Edward H. 

Vogel, Jr., M.D. 


Neurological Diagnosis 
of Headache 
Jose Garcia-Oller, M.v. 


Parkinson Disease 
Therapy 
Donald Macrae, 


DELEGATES’ DINNER 


STATE CHAPTER FUNCTIONS 


PRESIDENT’S RECEPTION 


LECTURE PROGRAM 
ENDS 12:00 NOON 


EXHIBIT HALLS’ 
CLOSE 12:30 P.M. 


| 
| 
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Fostex’ 


e treats their 


while they 
wash 
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. 


degreases the skin helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
sodium dioctyl sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


G FOSTEX CREAM =) FOSTEX CAKE 


...in 4.5 oz. jars. For thera- .+.in bar form. For therapeutic 
peutic washing in the initial washing to keep the skin dry and 
phase of oily acne treatment. free of blackheads during main- 

é tenance therapy. Also used in 
Write for samples. relatively less oily acne. 


WESTWOOD PHARMACEUTICALS P.O. Box 31, Station G, Buffalo, New York 
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11th Annual Scientific Assembly 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 
SAN FRANCISCO, CALIFORNIA 
APRIL 6-9, 1959 


HOTEL RESERVATIONS 


MoRE THAN 7,000 family doctors, wives and guests 

will attend the San Francisco meeting. Here are im- 

portant points to remember: 

gg Room assignments will be made in the order 
they are received. Reservation requests must 
be sent to the AAGP Housing Bureau, Room 
300, 61 Grove Street, San Francisco 2, Cali- 
fornia. Include required deposit. 

ge Delegates and speakers will be at the Fair- 
mont and Mark Hopkins Hotels. Rooms at 
these hotels will not be available for general 
assignment. A block of rooms has been re- 
served for delegates but individual reserva- 
tions are required. These should be made on a 
special form that will be sent to all delegates 
of record. 

gye- List definite arrival and departure times and 
the names of all persons who will occupy the 
room. 

ge Cancel early if you cannot attend so another 
member may have your room. 


REGISTRATION 


ADVANCE REGISTRATION will be at the Fairmont and’ 


the Civic Auditorium. Delegates may register at 
the Fairmont Saturday morning, April 4; members 
may register at the Fairmont Saturday afternoon. 
On Sunday, April 5, members may register at either 
the Fairmont or the Civic Auditorium. Starting 
Monday, April 6, all registration will be at the 
Civic Auditorium. 

Ladies’ registration begins Sunday, April 5, at the 
Fairmont and Monday, April 6, at the Civic Audi- 
torium. 


SCHEDULE OF EVENTS . 

THE CONGRESS OF DELEGATES, the Academy’s policy- 
making body, will convene in the Fairmont Hotel 
at 2:00 p.M., Saturday, April 4. 


MAKE YOUR RESERVATION NOW! USE THE RESERVATION FORM ON THE FOLLOWING PAGE >= 


THE SCIENTIFIC PROGRAM 


MORE THAN 25 of the nation’s top medical authori- 
ties will discuss 12 subjects and new developments 
in the fields of therapy and diagnosis. 

The Civic Auditorium will be the headquarters 
for all scientific sessions. 

The scientific and technical exhibit areas will 
open at 9 A.M., Monday, April 6. The scientific 
sessions will convene at 1:30 P.M., April 6, and at 
9:00 A.M. on Tuesday, Wednesday, and Thursday. 


TRANSPORTATION 
Four major airlines and six railroads serve San 
Francisco: 


Airlines Railroads 

AMERICAN BURLINGTON 

TWA NORTHWESTERN PACIFIC 
UNITED SANTA FE 

WESTERN SOUTHERN PACIFIC 


UNION PACIFIC 


woch Wide emortment of fine resteurants 
- moepolitan menus and the finest seafoods in the world. Here the fishing 


al 
bog 
WESTERN PACIFIC we 
boats are anchored to Fisherman's Wharf, near several famous restaurants. 


Hotels in San Francisco 
Where Reservations Are Available 


11th Annual Scientific Assembly 


AAGP 


SAN FRANCISCO « APRIL 6-9, 


Zone Hotel Location Single Double Twin Beds Parlor Suites 
E Alexander Hamilton 631 O'Farrell $ 6.50-14.00 $ 9.00-16.00 $ 9.00-16.00 $14.00- 60.00 
Bellevue Geary-Taylor 7.00-10.00 9.00-12.00 10.00-14.00 18.00- 25.00 
M Beverly Plaza 342 Grant 7.00- 9.00  9.00-11.00 10.00-12.00 20.00 
H_ Biltmore 735 Taylor 7.00- 7.50 9.00- 9.50 11.00-11.50 

| Californian 405 Taylor 8.00 10.00 12.00 22.00- 25.00 
H Canterbury 750 Sutter 9.00-17.00 1050-19.00 12.50-20.00 25.00- 35.00 
B Caravan Lodge Eddy & Larkin 12.00-18.00 16.00-22.00 28.00- 36.00 
L Cartwright 524 Sutter 6.50 7.50 8.50 

H Cecil 545 Post 7.50- 8.50 9.50-10.50 11.00-12.00 

L_ Chancellor 433 Powell 6.50 8.50 9.50 

H Clift Geary-Taylor 13.00-20.00 15.00-17.00 16.00-23.00 41.00- 50.00 
K Colonial 650 Bush 8.00 12.00 15.00 20.00- 25.00 
H Commodore 825 Sutter 5.00-12.00 7.00-14.00 8.00-16.00 

L Devonshire 335 Stockton 6.00- 7.00 7.00-10.00 8.00-10.00 12.50- 25.00 
 Drake-Wiltshire 340 Stockton 10.00-11.00 12.00-14.00 15.00-16.00 25.00- 35.00 
H_ El Cortez 550 Geary 8.00- 9.00 9.00-12.00 10.00-14.00 18.00- 24.00 
B Embassy 610 Polk 4.50- 5.50 5.50- 7.50 6.00- 7.00 12.00- 18.00 
Fairmont* 950 Mason 12.00-20.00 16.00-24.00 16.00-24.00 37.00- 66.00 
* Headquarters Hotel. Rooms are not available for general assignment. 

F Federal 1087 Market 4.00 5.00- 6.00 6.00 

Fielding 386 Geary 7.00- 9.00 8.00-10.00 9.00-12.00 

lL Franciscan 350 Geary 7.00 ~ 9.00 12.00 20.00 
H_ Gaylord 620 Jones 7.50 9.50-10.00 10.00-1250 25.00 
Golden State 114 Powell 4.75- 6.00 7.00- 7.50  8.00-10.00. 

K Grant z 753 Bush 5.50 7.50 8.50 

F Herald 308 Eddy 3.50- 4.00 5.00- 6.00 7.00- 8.00 

A Herbert 161 Powell 3.50- 5.00 4.00- 6.00 6.00- 7.00 

A Holiday Lodge Van Ness-Washington 18.00-20.00 30.00 
K Huntington 1075 California 10.00-15.00 14.00-20.00  14.00-20.00 35.00- 50.00 
L King George 334 Mason 8.00 10.00 12.00-14.00 

_Lankershim 55 5th 3.50- 450  4.50-5.50  5.50-650 9.00- 11.00 
F_ LaSalle 225 Hyde 6.00 7.00 8.00 14.00 
A Leland 1315 Polk 5.00- 8.00 7.00+10.00 7.00-10.00 12.00- 15.00 
Lt Manx 225 Powell 6.00- 8.00 8.00-10.00 9.00-11.00 15.00- 20.00 
K Mark Hopkins* 999 California 14.00-18.00 18.00-22.00 18.00-22.00 32.00- 60.00 
* Headquarters Hotel. Rooms are not available for general assignment. 

Maurice 761 Post 6.00- 8.00  8.00-10.00  8.00-11.00 15.50- 16.50 
HH New Alden 333 Fulton 4.00 5.50 7.50 , 

1 Olympic 230 Eddy 6.00- 850 7.00-1050  9.00-10.00 16.50 
1 Oxford 16 Turk 7.00- 8.00 8.00 9.00 

J Pickwick 85 Fifth 5.50 7.50 8.50 

Plaza Post-Stockton 10.50-13.50 

¥ Roosevelt 240 Jones 5.00- 6.00 7.00-%.00  8.00- 9.00 

Richelieu Geary-Van Ness 6.00- 8.00 8.00-10.00 10.00-12.00 

St. Francis Powell-Geary 12.00-22.00 12.00-20.00 15.00-24.00 26.00- 75.00 
B Senate 467 Turk 5.00- 5.50  6.00- 650  7.50- 8.00 

E Senator 519 Ellis 4.50 5.50 6.50 13.00 
F Shaw 1112 Market 5.00 6.00 8.00 

N Sheraton Palace Market-New Mtgy 8.50-16.00 12.50-20.00 12.50-2000 20.00-100.00 
L Sir Francis Drake 450 Powell 10.00-14.00 12.00-16.00 15.00-20.00 30.00- 40.00 
L Somerton 440 Geary 6.00 8.00 10.00 12.00 
L Spaulding 240 O'Farrell 5.00- 7.00 6.00- 8.00  7.00- 9.00 14.00 
L Stewart 351 Geary 6.00-10.00  8.00-10.00 10.00-18.00 25.00- 30.00 
L_ Stratford 242 Powell 4.50- 5.00 5.00- 7.00 7.00- 8.00 

N Sutter 191 Sutter 4.00- 7.00 6.00- 9.00  7.00-10.00 15.00 
1 Vanderbilt 221 Mason 5.00 6.00 8.00 

C Whitcomb 1231 Market 7.00-10.00  8.00-16.00  9.00-16.00 18.00- 30.00 
H Worth 641 Post 5.00- 7.00 6.00- 8.00  7.00- 9.00 

York 580 Geary 5.00- 8.00 7.00-10.00 10.00-12.00 14.00 
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Important Information 
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About Your 
Hotel Reservations ft 
A Housing Bureau has been organized fo , 
AAGP 11th Annual Scientific Assembly in OWI 
Francisco. Since all requests for rooms : 
handled in chronological order, it is tel 
mended that you send in your applicatig . 
early as possible. ati 
Pursuant to regulations of the San Fra 
Convention Bureau for all conventions in 
City, all requests for reservations must be \ 


panied by a deposit check for $10.00 per 
made out to the AAG# Housing Bureav. D 
the existing crowded conditions, hotels « 
unclaimed reservations by 4:00 p.m. 

fore, a deposit is requested to insure that 


reservations will be held on your arrival d; 
whatever the hour. Your deposit will 
credited to your account. Please do not 


cash. 


Cancellations: Cancellations must be 
15 days prior to the meeting for refund 
your deposit to be made by the 
sufficient time is not allowed for the hot 
reassign space, all of the deposit is forfe 


Late requests: Since our housing contrac 


hotel bedrooms expire 10 days prior to 
opening of the Assembly, applications 
later than March 20 (15 days prior to thee 


ing date of the Assembly) will be 
In such cases please select your own ! 
and write to them direct. 


All reservaticns should be cleared through this 
ing Bureav. All requests must give definite 
and approximate hour of arrival and 1 
and addresses of all persons who will « 


rooms requested. 


All reservations will be confirmed if request 


ceived not later than March 20. 


USE THIS CONVENIE 


HOTEL RESERVATION FOR 
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Plan “Washington = 
Downtown 
n Francisco 
fo p A 
y in MOWING \ 
itel Zone | 
O'Farrell 
Ms in Eddy 
Turk 
vw. D Golden Gate Avenue 
els aa McA 
val di Gave, A 
civic AUDITORIUM 
not 
on dtel Reservation Form “LIP — FILL OUT — AND MAIL TODAY! 
hotel TO AAGP HOUSING BUREAU 
jan Room 300, 61 Grove Street Please Make Reservations Noted Below: 
* San Francisco 2, California 
tract Single Room 
ot Choice Hotel Double Bedroom 
s rend Choice Hotel Twin Bedroom 
the (iki Choice Hotel Parlor, bedroom suite 
Arrival at A.M. P.M. 
Departure. at zeke: A.M P.M. 
AMES OF ALL OCCUPANTS: 
this WiPlease bracket those sharing a room) ADDRESSES: 
nite 
id 


vest Check for $__..__ payable to AAGP HousinG BurRgau is enclosed. Please enclose a self-addressed, stamped envelope. 


MAIL CONFIRMATION TO ge (Name) 


ue (Please print or type) 
Address 


FOR 
City. State 
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On the Calendar 


SOlassified by the Commission on Education as acceptable for 
Postgraduate study credits under Category I. Members should 
Feport actual hours of attendance. Maximum hours listed 
when available. 


Seb. 11. University of Oklahome, urology symposium and 
C. B. Taylor lectureship, Oklahoma City. (4 hrs.) 

"Feb. 16-17. University of Kansas School of Medicine and Kan- 
sas Medical Society, course on hematology: thrombosis, 
embolization and fibrinolysis, University of Kansas 
Medical Center, Kansas City, Kan. (14 hrs.) 

"Feb. 16-20. New York University-Bellevue Medical Center, 
full-time seminar in dermatology and syphilology (for 
general physicians), New York City. (35 hrs.) 

"Feb. 17-20. lowa chapter and State University of lowa, course 
for the general practitioner, lowa City. (26 hrs.) 

"Feb. 18-19. University of Indiana, course on anesthesiology 
for the general practitioner and the part-time anesthe- 
siologist, Indianapolis. (14 hrs.) 

*Feb. 18-19. University of Kansas School of Medicine and Kan- 
sas Medical Society, course on peripheral vascular 
disease, University of Kansas Medical Center, Kansas 
City, Kan. (14 hrs.) 

"Feb. 18-20. New York University-Bellevue Medical Center, 
full-time course on orthopedics in general practice, 
New York City. (21 hrs.) 

"Feb. 18-20. University of Texas Postgraduate School of Medi- 
cine, fourth annual course on anesthesiology, Texas 
Medical Center, Houston. (20 hrs.) 

"Feb. 19. Greater Kansas City chapter, Wyandotte (Kansas) 
chapter and University of Kansas School of Medicine, 
course on psychosomatic problems, University of Kansas 
Medical Center, Kansas City, Kan. (4 hrs.) 

*Feb. 20-22. Louisiana chapter, seminars on hypnosis, Roose- 
velt Hotel, New Orleans. (20 hrs.) 

"Feb. 23-24. University of Kansas School of Medicine and Kan- 
sas Medical Society, course on electrocardiography, 
University of Kansas Medical Center, Kansas City, 
Kan. (14 hrs.) 

"Feb. 25. University of Indiana, course on orthopedics—back- 
aches, Indianapolis. (7 hrs.) 

"Feb. 25-Apr. 1. Queens County (New York) chapter, course on 
allergy, Wednesdays, Terrace Heights Hospital, Hollis, N.Y. 
(6 hrs.) 

"Feb. 26-28. Louisiana chapter, course on surgery of trauma, 
Hutchinson Memorial Building, New Orleans. (15 hrs.) 

"Mar. 1. Southwestern Ohio Society of General Physicians, 

course on psychiatric problems handled by the general 

physician, Cincinnati College of Medicine Auditorium, 

Cincinnati. (5 hrs.) 

2-4. University of Minnesota, course on pediatrics for 

general physicians, Minneapolis. (15 hrs.) 

*Mar. 2-6. University of Oklahoma, course on advance electro- 
cardiography, Oklahoma City. (35 hrs.) 

*Mar. 2-12. University of Minnesota, mediclinic of Minnesota, 

Ft. Lauderdale, Fla. (32 hrs.) 


*Mar. 


~ 
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Official Call for the Annual Meeting 


Notice is hereby given of the Eleventh 
Annual Scientific Assembly of the American 
Academy of General Practice to be held in 
the City of San Francisco, California, April 
6 to 9, 1959, at Civic Auditorium. 

Pursuant to Article V of the Constitution 
of the American Academy of General Prac- 
tice, the regular annual meeting of its Con- 
gress of Delegates will be held at 2:00 p.m. 
on April 4, 1959, in the Terrace Room of the 
Fairmont Hotel in San Francisco, to receive 
and act upon the reports of officers and 
committees, to elect officers, and to trans- 
mit any and all other business that may be 
placed before the Congress of Delegates. 

All delegates are requested to present 
their credentials to the Committee on Cre- 
dentials in the lobby of the Fairmont Hotel 
between the hours of 9:00 a.m. and 12:00 
NOON, on Saturday, April 4. Dr. James D. 
Murphy, Speaker of the Congress of Dele- 
gates, will announce the Committee on 
Credentials and the reference committees 
prior to the opening session of the Congress 
of Delegates. 

Members who arrive in San Francisco 
early may register at Civic Auditorium be- 
tween the hours of 10:00 a.m. and 5:00 
p.M. on Sunday, April 5. Registration will be 
resumed at Civic Auditorium at 8:30 a.m. 
on Monday, April 6. 

Mac F. Canat, Executive Director 


(Proposed amend ments to the Constitution and 
By-Laws will be published in the March 
issue of GP.) 


*Mar. 4-5. University of Indiana, course on general subjects of 
current interest—obstetrics and gynecology, Indianap- 
olis. (12 hrs.) 

*Mar. 5-7. Levisiana chapter, course on anesthesia, Hutchinson 
Memorial Building, New Orleans. (15 hrs.) 

*Apr. 6-9. American Academy of General Practice, 11th Annual 
Scientific Assembly, Civic Auditorium, San Francisco. 
(15 hrs.) 

*Apr. 13-14. AAGP Invitational Scientific Congress, Honolulu, 
Hawaii. 
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could you 


detect the uveitis patient on Medrol? 


Probably not. Not without a history. 
First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes 
in appearance, behavior or metabolism 
sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult 
to spot someone else’s Medrol patient. 


But in your own patients, you could see the advantages REE 
of Medrol right away. Why not try it? the disease, 


but spares the 


patient 
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Wren THE 86TH ConGress convened January 7, the 
Senate included 62 Democrats and 34 Republicans, 
plus two senators from Alaska. The House has 282 
Democrats and 153 Republicans (Alaska will send one 
Representative, bringing the House total to 436). How 
will this Congress organize itself and what affect will 
this organization have on medical legislation? 

Since most legislation must be considered by a 
Sommittee, one of the first tasks to face a new Congress 
is to set up its working committees. Representation 
Oi Committees generally reflects the degree of control 
exercised by the party in power. Thus, in the 85th 
Congress, when the division between Democrats and 
Republicans was 49 to 47 in the Senate committees, the 
Democrats had a majority of one on committees of that 
chamber. 

Under the Reorganization Act of 1946, each senator 
assured of at least two committee assignments. Since 
the Democrats have picked up 13 Senate seats it means 
that 26 committee assignments will have to be found. 
Instead of a majority of one, it is likely that the com- 
Mittees in the Senate will be divided 9 to 6, or even 10 
to 5 in favor of the Democrats. A similar division will 
be made in House committees to reflect the 47 addi- 
tional seats picked up by the Democrats. These as- 
signments will be obtained by dropping the latest 
appointed Republicans from committees, where 
necessary. In some instances, Republicans either 
were defeated or did not run for re-election. 

As with all rules, there are exceptions. By unwritten 
law, the House Ways and Means Committee consists 
of 15 members from the majority and 10 from the 
minority, regardless of the ratio of the parties. Even 
though the proportion of Democrats and Republicans 
will remain the same, this committee will have 7 new 
members, 3 Democrats and 4 Republicans. 

The selection of membership of committees is made 
differently in each house and by the parties. In the 
Senate the Democrats make appointments through a 
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The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


15-man steering committee headed by Majority Leader 
Lyndon Johnson. Other members of this committee 
are Senators Mike Mansfield (Mont.), Thomas C. 
Hennings (Mo.), Dennis Chavez (N.M.), Allen J. 
Ellender (La.), J. Allen Frear (Del.), Richard B. 
Russell (Ga.), Carl Hayden (Ariz.), Spessard L. 
Holland (Fla.), Hubert H. Humphrey (Minn.), John 
O. Pastore (R.I.), John L. McClellan (Ark.), A. Willis 
Robertson (Va.), and Olin D. Johnston (S.C.). All of 
these senators will be back in the 86th Congress. 

The Republicans in the Senate use a 5-man Com- 
mittee on Committees, which, in the last Congress, 
consisted of Senators Knowland, Bricker, Saltonstall, 
Bridges and Dirksen. Since Senator Knowland gave up 
his seat and Bricker was defeated, this committee will 
have two new members. 

In the House, the Democratic Committee on Com- 
mittees is made up of the Democratic members of the 
House Ways and Means Committee. The Republicans 
will constitute a Committee of Committees after Con- 
gress convenes, made up of one member from each 
Republican state delegation, with House Minority 
Leader Joseph Martin of Massachusetts as chairman. 

What will the increased committee majorities mean? 
One result undoubtedly will be that the power of the 
southern conservatives will be weakened. Through the 
seniority system, Southerners are chairmen of many 
important committees. Previously, legislation could 
be blocked in committee by a southern Democrat- 
Republican coalition (especially in those committees 
where the Democrats had a majority of one). Now, the 
increased majority made up primarily of northern and 
western liberals will reduce the effectiveness of such 
joint action. Equally important, it also portends an in- 
crease in liberal legislation. 

What will it mean to medical legislation? The re- 
sults could be both encouraging and discouraging. On 
the one side it will probably mean that FHA mortgage 
loan guarantees will be made available to nursing 
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Sprays from the 


hydrochloride 


(naphazoline hydrochloride CIBA) 


relieve 

nasal congestion 
just 

minutes 


a 


CIBA 
SUMMIT, N. J. 


Nebulizer, 0.05% 

Nasal Solution, 0.05% 

Nasal Jelly, 0.05% 

Ophthalmic Solution, 0.1%, for 
conjunctival vasoconstriction 
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homes. Both Senator Lyndon Johnson and Repre- 
sentative Brent Spence (D-Ky.), chairman of the 
House Banking and Currency Committee, have in- 
dicated that they will bring out housing bills which 
will contain this provision early in the session, prob- 
ably around April 1. Under such a program it is hoped 
that more and better nursing homes will be built to 
care for the chronically ill aged. 

Since almost all of the Democrats in the House who 
voted for the Jenkins-Keogh bill will be back, it would 
appear that legislation providing for retirement pro- 
grams for the self-employed will receive favorable con- 
sideration in that body. In all likelihood this action 
will be attempted in the first session. If it does, it will 
mean that chances of passage in the Senate will be 
greatly enhanced since the Senate Finance Committee 
will have a full session to consider it. The above es- 
timate is bolstered by the fact that employee groups 
feel that programs of a similar nature in their behalf 
will receive favorable consideration. 

Another bill which will be affected by the addition 
of the liberals will be a program of federal aid to medi- 
cal education. One of the reasons this bill was not con- 
sidered in the last Congress was the concern over in- 
tegration. The increase in northern liberals should be 
sufficient to overcome any inactivity based on this 
reasoning. The main question on this legislation con- 
cerns the form of the bill. Will it be in direct grants to 
the schools and universities or will it be in the form of 
grants to the states which in turn would make the 
distribution ? 

A major debate is likely over proposals to amend the 
Social Security Act to allow free hospitalization for 
social security beneficiaries. The issue will center in 
the House Ways and Means Committee which must 
pass on all social security legislation. The question 
may resolve itself down to the extent of coverage, 
particularly if pressure is applied by labor and other 
groups for enactment in the 86th Congress. 

The proposal has not been listed by Senate Majority 
Leader Johnson on legislative plans for the 86th 
Congress. The AFL-CIO lists it as third on its program 
for 1959. 


Doctors In the 86th Congress 


There will be four physicians in the 86th Congress, 
one of them serving as the first physician-chairman of 
the important House Foreign Affairs Committee. Two 
doctors lost out in the last election, Drs. A. L. Miller 
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(Neb.) and Will Neal (W. Va.). The latter served on 
the health subcommittee of the House Interstate and 
Foreign Commerce Committee. One new physician, 
Dr. Thomas Dale Alford (Ark.), has been added to the 
rolls. 

Ivor D. Fenton, Republican, of Mahanoy City, Pa., 
will begin his 20th year in Congress. He was born on 
August 3, 1889, and graduated from Jefferson Medical 
College in Philadelphia in 1912. His practice was in- 
terrupted by 20 months service in World War I, during 
which he served as a Captain in the Medical Corps of 
the 79th Division. After serving as president of the 
Schuylkill County Medical Association, Dr. Fenton 
was elected to the 76th Congress and has represented 
the 12th District in Pennsylvania since 1939. He serves 
on the House Appropriations Committee. 

Watrer H. Jupp, Republican, of Minneapolis, 
Minn., has been serving in Congress since 1942. He was 
born in Rising City, Neb., on September 25, 1898. He 
received his medical degree from the University of 
Nebraska in 1923. In 1925 he went to China as a medi- 
cal missionary and hospital administrator, returning to 
the United States in 1932 to take a fellowship in sur- 
gery at the Mayo Clinic. In 1934 he returned to China 
until 1938. He spent the next two years speaking 
throughout the United States in an attempt to arouse 
Americans to the threat of Japanese militarism and 
Communist subversion in China. He engaged in the 
private practice of medicine in 1941. He was elected to 
the 78th Congress, representing the 5th District of 
Minnesota. Because of his experience he serves on the 
House Foreign Affairs Committee. 

Tuomas E. Morcan, Democrat, of Frederickstown, 
Pa., is slated to head the House Foreign Affairs Com- 
mittee. He was born in Ellsworthtown, Pa., on October 
13, 1906. He received his Bachelor of Medicine degree 
from Detroit College of Medicine and Surgery in 1933 
and his M.D. from Wayne University in 1934. While 
engaged in the private practice of medicine, Dr. Morgan 
has specialized in industrial medicine. He was elected 
to the 79th Congress in 1944 to fill a vacancy and has 
represented the 26th District of Pennsylvania since 
that time. 

Tuomas Atrorp, Democrat, of Little Rock, 
Ark., was born in Pike County, Ark., in 1916. He 
received his degree in medicine from the University of 
Arkansas in 1939and was certified in ophthalmology in 
1938. He served as a captain in the Medical Corps from, 
1943 to 1945 and will begin his first term in the new 
Congress. 
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three-way mechanism of action in one molecule 


long step forward 


Brand of Valethamate bromide 


“MUREL” is the newest development of research in quaternary ammonium com- 


pounds. It advances today’s therapy of G.U., G.I. and biliary tract spasm toward the Hi 


ideal in decisive relief without intolerance or drug-induced complications. “murEt” § 
also supplements peptic ulcer therapy by breaking the chain reaction of spasm-pain. 


Dosage: Mild to moderate cases: initially, 1 
or 2 tablets four times daily. Acute or severe 
cases: 1 to 2 cc. (10-20 mg.) intravenously or 
intramuscularly every four to six hours up to 
maximum of 60 mg. in 24 hour period. The 
higher dosage range is usually required in 
spasm of G.U. and biliary tract. 


Supplied : “muREL” Tablets—10 mg. Valetha- 
mate bromide, bottles of 100 and 1,000. 
“mMUREL” Injectable—10 mg. per cc., vials of 
5 cc. (Also available: “muREL” with Pheno- 
barbital Tablets — 10 mg. Valethamate bro- 
mide with % gr. phenobarbital per tablet, 
bottles of 100 and 1,000.) 


Ayerst Laboratories New York 16, N.Y. + Montreal, Canada 
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